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DOMESTIC ABSTINENCE-ONLY PROGRAMS: 
ASSESSING THE EVIDENCE 


WEDNESDAY, APRIL 23, 2008 

House of Representatives, 
Committee on Oversight and Government Reform, 

Washington, DC. 

The committee met, pursuant to notice, at 10 a.m. in room 2154, 
Rayburn House Office Building, Hon. Henry A. Waxman (chairman 
of the committee) presiding. 

Present: Representatives Waxman, Cummings, Kucinich, Wat- 
son, Yarmuth, Norton, McCollum, Hodes, Sarbanes, Welch, Davis 
of Virginia, Burton, Shays, Souder, Duncan, Issa, Foxx, Sali, and 
Jordan. 

Staff present: Phil Barnett, staff director and chief counsel; Kris- 
tin Amerling, general counsel; Karen Nelson, health policy director; 
Karen Lightfoot, communications director and senior policy advisor; 
Naomi Seiler, counsel; Earley Green, chief clerk; Teresa Coufal, 
deputy clerk; Jesseca Boyer, investigator; Caren Auchman and Ella 
Hoffman, press assistants; Zhongrui “JR” Deng, chief information 
officer; Leneal Scott, information systems manager; Kerry Gut- 
knecht, William Ragland, and Miriam Edelman, staff assistants; 
Larry Halloran, minority staff director; Jennifer Safavian, minority 
chief counsel for oversight and investigations; Keith Ausbrook, mi- 
nority general counsel; Ashley Callen, minority counsel; Jill 
Schmaltz and Benjamin Chance, minority professional staff mem- 
bers; Brian McNicoll, minority communications director; and Ali 
Ahmad, minority deputy press secretary. 

Chairman Waxman. The meeting of the committee will come to 
order. 

We are all here today because we are concerned about the well- 
being of America’s youth. We may not see eye-to-eye about policy, 
but we share the common goal of improving adolescents’ health. 

The statistics are shocking. A few weeks ago the Centers for Dis- 
ease Control released data showing that one in four teenage girls 
in the United States has a sexually transmitted infection. Of all 
American girls, 30 percent become pregnant before the age of 20. 
For African American and Latino girls, the rate is 50 percent. And 
thousands of teenagers and young adults in the United States be- 
come infected with HIV each year. 

If we are serious about responding to these challenges, we must 
base our policy on the best available science and evidence, not ide- 
ology. 

We are here today to discuss evidence on the effectiveness of ab- 
stinence-only programs. There is a broad consensus that the bene- 
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fits of abstinence should be taught as part of any sex education ef- 
fort. But abstinence-only programs teach only abstinence. In feder- 
ally funded abstinence-only programs, teenagers cannot receive in- 
formation on other methods of disease prevention and contracep- 
tion, other than failure rates. 

To date these programs have gotten over $1.3 billion of Federal 
taxpayer money, along with hundreds of millions of dollars in State 
funds, to conduct programs in schools and communities throughout 
the country. Meanwhile, we have no dedicated source of Federal 
funding specifically for comprehensive classroom sex education. 

The purpose of this hearing is to examine whether the evidence 
on abstinence-only programs justifies this expenditure of $1.3 bil- 
lion in taxpayer funds. 

I respect the commitment and intentions of people who run absti- 
nence-only programs. They are doing it because they care about 
young people and want to counter the sexual messages that are all 
too pervasive. Young people who work in these programs dem- 
onstrate to their peers that not all teens are having sex, which is 
an important message. But we will hear today from multiple ex- 
perts that, after more than a decade of huge Government spending, 
the weight of the evidence doesn’t demonstrate abstinence-only pro- 
grams to be effective. In fact, the Government’s own study showed 
no effect for abstinence-only programs. 

In 2007, the Bush administration released the result of a longitu- 
dinal, randomized, controlled study of four federally funded pro- 
grams. The investigators found that, compared to the control group, 
the abstinence-only programs had no impact on whether or not par- 
ticipants abstained from sex. They had no impact on the age when 
teens started having sex. They had no impact on the number of 
partners. And they had no impact on rates of pregnancy or sexually 
transmitted diseases. 

There is a lot of talk about the failure rates of condoms. It is 
time we face the facts about the failure rate of abstinence-only pro- 
grams. 

There are also serious concerns about the content of some of 
these programs. A report I released in 2004 found false or mislead- 
ing medical information in the majority of the abstinence-only cur- 
ricula most frequently used by Federal grantees. 

While some of these errors have been corrected, recent reviews 
have continued to find misinformation. Some programs are still 
teaching stereotypes about gender, like the idea that men judge 
themselves based on their accomplishments and women judge 
themselves based on their relationships. And the exclusive focus on 
abstinence until marriage ignores the needs, and sometimes even 
the existence, of gay and lesbian youth. 

Meanwhile, more and more research shows that many well-de- 
signed, comprehensive programs that teach about abstinence and 
contraception are effective. Comprehensive, age-appropriate pro- 
grams have yielded results including increasing contraceptive use, 
delaying sex, and reducing the number of sexual partners. In other 
words, the evidence demonstrates that, not only do good com- 
prehensive programs not encourage teen sexual activity, they actu- 
ally decrease it. 
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This shouldn’t be too surprising, because in effective comprehen- 
sive programs, young people are taught that abstinence is the 
safest choice, the healthiest choice, the choice that they should 
never feel pressured to abandon. 

Americans want taxpayers’ dollars to be watched for carefully by 
the Congress. They want us to fund programs that produce results. 
Yet we are showering funds on abstinence-only programs that don’t 
appear to work, while ignoring proven, comprehensive sex edu- 
cation programs that can delay sex, protect teens from disease, and 
result in fewer teen pregnancies. 

This triumph of ideology over science is bad economics and even 
worse health policy. 

Today we are going to hear from experts at the American Public 
Health Association and the American Academy of Pediatrics. They 
will tell us that, based on their professional assessments, the 
weight of the evidence does not support the continuation of current 
abstinence-only policy. Instead, both organizations support com- 
prehensive education that includes both abstinence and informa- 
tion on contraception. 

The Society for Adolescent Medicine has submitted a statement 
that says, “Efforts to promote abstinence should be provided within 
health education programs that provide adolescents with complete 
and accurate information about sexual health.” 

The American College of Obstetricians and Gynecologists have a 
similar view. They submitted a statement that states, “Careful and 
objective scholarly research during the last two decades has shown 
that sexuality education does not increase rates of sexual activity 
among teenagers; rather, sexuality education increases knowledge 
about sexual behavior and its consequences and increases preven- 
tion behaviors among those who are sexually active.” 

The American Psychological Association submitted a statement 
recommending that, “[pjublic funding for the implementation of 
comprehensive sexuality education programs be given priority over 
public funding for the implementation of abstinence-only and absti- 
nence-until-marriage programs until such programs are proven to 
be effective.” 

And the American Medical Association has an official policy stat- 
ing that it “supports Federal funding of comprehensive sex edu- 
cation programs that stress the importance of abstinence in pre- 
venting unwanted teenage pregnancy and sexually transmitted in- 
fections and also teach about contraceptive choices and safer sex.” 

All of these professional societies have reached the conclusion 
that abstinence-only programs are not supported by the weight of 
the evidence and that the Government should support more com- 
prehensive programs for youth. 

States are also reaching that conclusion. Today 17 States, includ- 
ing California and Virginia, decline to accept these abstinence-only 
funds. Many of these States cite the lack of evidence supporting ab- 
stinence-only programs and the restrictive program guidelines as a 
basis for their decisions. 

We will hear testimony from witnesses who believe that absti- 
nence-only education does have positive effects. I respect the depth 
of their commitment, but ultimately we need to focus on the full 



4 


body of evidence on what works to achieve our shared goals of 
keeping teenagers safe and reducing teen pregnancies. 

We have already spent over $1.3 billion on abstinence-only pro- 
grams. The question we must ask today is whether we can justify 
pouring millions more into these programs when the weight of the 
evidence points elsewhere. 

I look forward to our witnesses’ testimony today. 

[The prepared statement of Chairman Henry A. Waxman fol- 
lows:] 
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HAW Statement for April 23, 2008 
“Domestic Abstinence-Only Programs: Assessing the Evidence” 

We are all here today because we are concerned about the wellbeing of 
America’s youth. We may not see eye to eye about policy. But we share the 
common goal of improving adolescents’ health. 

The statistics are shocking. A few weeks ago, the CDC released data 
showing that one in four teenage girls in the U.S. has a sexually transmitted 
infection. Thirty percent of all American girls become pregnant before the age of 
twenty; for African-American and Latina girls, the rate is 50%. And thousands of 
teenagers and young adults in the United States become infected with HIV each 
year. 


If we’re serious about responding to these challenges, we must base our 
policy on the best available science and evidence, not ideology. 

We’re here today to discuss evidence on the effectiveness of abstinence-only 
programs. There is a broad consensus that the benefits of abstinence should be 
taught as part of any sex education effort. But abstinence-only programs teach 
only abstinence. In federally funded abstinence-only programs, teenagers cannot 
receive information on other methods of disease prevention and contraception, 
other than failure rates. 

To date these programs have gotten over $1.3 billion dollars of federal 
taxpayer money, along with hundreds of millions of dollars in state funds, to 



6 


conduct programs in schools and communities across the United States. 
Meanwhile, we have no dedicated source of federal funding specifically for 
comprehensive classroom sex education. 

The purpose of this hearing is to examine whether the evidence on 
abstinence-only programs justifies this expenditure of $1.3 billion in taxpayer 
funds. 


I respect the commitment and intentions of people who run 
abstinence-only programs. They are doing it because they care about youth 
and want to counter the sexual messages that are all too pervasive in popular 
culture. Young people who work in these programs demonstrate to their 
peers that not all teens are having sex, which is an important message. 

But we will hear today from multiple experts that after more than a 
decade of huge government spending, the weight of the evidenee doesn’t 
demonstrate abstinence-only programs to be effective. 

In fact, the government’s own study showed no effect for abstinence- 
only programs. In 2007, the Bush Administration released the results of a 
longitudinal, randomized, controlled study of four federally funded 
programs. The investigators found that compared to the control group, the 
abstinence-only programs had no impact on whether or not participants 
abstained from sex. They had no impact on the age when teens started 
having sex. They had no impact on the number of partners. And they had 
no impact on rates of pregnancy or sexually transmitted disease. 
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There’s a lot of talk about the failure rates of condoms. It’s time we 
face the facts about the failure rate of abstinence-only programs. 

There are also serious concerns about the content of some of these 
programs. A report I released in 2004 found false or misleading medical 
information in the majority of the abstinence-only curricula most frequently 
used by federal grantees. While some of these errors have been corrected, 
recent reviews have continued to find misinformation. Some programs are 
still teaching stereotypes about gender, like the idea that men judge 
themselves based on their accomplishments and women judge themselves 
based on their relationships. And the exclusive focus on abstinence until 
marriage ignores the needs - and sometimes even the existence - of gay and 
lesbian youth. 

Meanwhile, more and more research shows that many well-designed 
comprehensive programs that teach about abstinence and contraception are 
effective. Comprehensive, age-appropriate programs have yielded results 
including increasing contraceptive use, delaying sex, and reducing the 
number of sexual partners. 

In other words, the evidence demonstrates that not only do good 
comprehensive programs not encourage teen sexual activity, they actually 
decrease it. This shouldn’t be too surprising, because in effective 
comprehensive programs, young people are taught that abstinence is the 
safest choice, the healthiest choice, and a choice that they should never feel 
pressured to abandon. 
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Americans want Congress to be good stewards of their tax dollars. 

They want us to fund programs that produce results. Yet we are showering 
funds on abstinence-only programs that don’t appear to work, while ignoring 
proven comprehensive sex education programs that can delay sex, protect 
teens from disease, and result in fewer teen pregnancies. This triumph of 
ideology over science is bad economics and even worse health policy. 

Today, we are going to hear today from experts at the American Public 
Health Association, the American Academy of Pediatrics. They will tell us that 
based on their professional assessments; the weight of the evidence does not 
support the continuation of current abstinence-only policy. Instead, both 
organizations support comprehensive education that includes both abstinence and 
information on contraception. 

The Society for Adolescent Medicine has submitted a statement that says 
“Efforts to promote abstinence should be provided within health education 
programs that provide adolescents with complete and accurate information about 
sexual health.” 

The American College of Obstetricians and Gynecologists has a similar 
view. They submitted a statement that states: “Careful and objective scholarly 
research during the last two decades has shown that sexuality education does not 
increase rates of sexual activity among teenagers. Rather, sexuality education 
increases knowledge about sexual behavior and its consequences and increases 
prevention behaviors among those who are sexually active.” 
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The American Psychological Association submitted a statement 
recommending that “[p]ublic funding for the implementation of comprehensive 
sexuality education programs be given priority over public funding for the 
implementation of abstinence-only and abstinence until marriage programs until 
such programs are proven to be effective.” 

And the American Medical Association has an official policy stating that it 
“[sjupports federal funding of comprehensive sex education programs that stress 
the importance of abstinence in preventing unwanted teenage pregnancy and 
sexually transmitted infections, and also teach about contraceptive choices and 
safer sex.” 

All of these professional societies have reached the conclusion that 
abstinence-only programs are not supported by the weight of the evidence - and 
that the government should support more comprehensive programs for youth. 

States are also reaching the conclusion that abstinence-only programs aren’t 
working. Today, 1 7 states - including California and Virginia - decline to accept 
these abstinence-only funds. Many of these states cite the lack of evidence 
supporting abstinence-only programs and the restrictive program guidelines as the 
basis for their decisions. 

We will also hear testimony from witnesses who believe that abstinence- 
only education does have positive effects. I respect the depth of their commitment. 
But ultimately, we need to focus on the full body of evidence on what works to 
achieve our shared goals of keeping teenagers safe and reducing teen pregnancies. 


5 
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We’ve already spent over $1.3 billion on abstinence-only programs. The 
question we must ask today is whether we can justify pouring millions more into 
these programs when the weight of the evidence points elsewhere. 

I look forward to our witnesses’ testimony today. 
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Chairman Waxman. I want to recognize our ranking member, 
Mr. Davis, for his opening statement. 

Mr. Davis of Virginia. Thank you, Mr. Chairman. 

I know I have to go to the floor to manage our side of some of 
the committee’s bills, so I will not be here for the full hearing, but 
I want to thank you for convening this hearing to review the per- 
formance of federally funded education programs on sexual absti- 
nence. 

Not surprisingly, we can expect strong feelings and views to be 
expressed on all sides today, because we are talking about an issue 
of fundamental importance to public health and to the healthy de- 
velopment and well-being of our children. But disagreements need 
not turn disagreeable. To be constructive, mutual respect and un- 
derstand of divergent perspectives should drive our discussion. 

We proceed from the premise that everyone here today speaks 
and acts only out of a sincere and well-informed interest in a 
healthy future for young people throughout our Nation. Despite dif- 
ferences over how to best reach it, the goal of delaying sexual activ- 
ity among teenagers is widely — almost universally — shared. The 
benefits of abstinence are as absolute and obvious as they are dif- 
ficult to convey through the inconsistent surge of teenage hor- 
mones, cultural stereotypes, and peer pressure. 

In the public health realm, scientific certainties are rare, but we 
know without question not having sex absolutely protects young 
people from the physical and emotional perils that can and do be- 
fall those who engage in high-risk and age-inappropriate behaviors. 
High school is a difficult enough time without the added pressures 
of complex sexual relationships that too often result in pregnancy, 
sexually transmitted diseases, and emotional trauma. 

Young people should be spending that time of their lives focusing 
on school, extra-curricular activities, friends, and their futures, not 
succumbing to the risks of early age sex. And those risks are sub- 
stantial. A third of American young people will become pregnant 
before the age of 20 . A third of those between the ages of 15 and 
17 reportedly already feel pressure to have sex. One in four teen- 
age girls is infected with STDs. And, tragically, STDs are found at 
almost twice that rate in African American young women. And half 
of all new HIV infections occur in people under the age of 25. 

As dire as these numbers may seem, progress has been made 
since the early 1990’s. Between 1990 and 2004, the teen pregnancy 
rate fell 38 percent. The percentage of high school students who 
have had sexual intercourse also declined over the same decade. 
Today it is estimated less than half of American high school stu- 
dents have ever had sex. 

Despite these important gains, the United States compares unfa- 
vorably in these measures with other developed nations. Particu- 
larly among racial minorities, troubling disparities persist. 

So we appropriately ask today how well Federal programs sup- 
port abstinence education. It is a fair question, but it is not the 
only question that bears on how to protect public health and the 
welfare of precious young lives. 

In this discussion we should abstain from an urge to take an all- 
or-nothing approach or make false choices between abstinence-only 
programs and more clinical — some might say permissive — sex edu- 
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cation. Particularly today, against cultural trends that glamorize 
the immediate gratification of physical and material wants while 
minimizing personal responsibility, we need to use every means 
available to reach young people to help them make responsible de- 
cisions. 

Focusing only on the performance of abstinence-only programs 
also risks leaving the impression the Federal Government funds 
only those courses, or that just those efforts need oversight. In fact, 
the Federal Government funds the full spectrum of sex education, 
as it must under our Constitutional system. Decisions about the 
nature and content of sex education in schools are made at the 
State and local district levels, with strong input from parents. Dif- 
ferent communities have different mores and traditions. What 
works in Utah may not be what is needed or wanted in rural Mis- 
sissippi or inner city Los Angeles. 

The Federal Government’s role is to empower States and local- 
ities to make those choices, not supplant the judgment of parents, 
teachers, and school boards. So we permit States, school districts, 
and community organizations to seek Federal funds for the types 
of sex education they judge best to meet the needs of their stu- 
dents. We should not deny them the option of abstinence education 
programs because some perform better than others. Each life saved 
is of immeasurable value. 

Data on the impact of abstinence education programs may be dif- 
ficult to capture or slow to be recognized, but problems with how 
abstinence is taught cannot be allowed to undermine its indispen- 
sability as a core element of what is taught. It is inaccurate and 
unfair to claim all abstinence education programs are the same or 
that all such programs fail, therefore none should be funded. 

To bring a more nuanced view to the evaluation, we asked that 
Dr. Stan Weed be invited to testify. His work in this field should 
shed a needed light on the elements of an effective abstinence edu- 
cation program. I thank Chairman Waxman to agreeing to our re- 
quest for this witness. Identifying what works and what doesn’t 
can help focus Federal funding on the best practices and the most 
efficient programs. 

We welcome all of our witnesses this morning and look forward 
to a constructive conversation on how to fund the very best absti- 
nence education programs. 

[The prepared statement of Hon. Tom Davis follows:] 
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“Domestic Abstinence-Only Programs: Assessing the Evidence” 
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Thank you, Mr. Chairman, for convening this hearing to review the performance 
of federally funded education programs on sexual abstinence. Not surprisingly, we can 
expect strong feelings and views to be expressed on all sides today because we’re talking 
about an issue of fundamental importance to public health and to the healthy 
development and well-being of our children. But disagreements need not turn 
disagreeable. To be constructive, mutual respect and understanding of divergent 
perspectives should drive our discussion. We proceed from the premise everyone here 
today speaks and acts only out of a sincere and well-informed interest in a healthy future 
for young people throughout our nation. 

Despite differences over how best to reach it, the goal of delaying sexual activity 
among teenagers is widely - almost universally - shared. The benefits of abstinence are 
as absolute and obvious as they are difficult to convey through the insistent surge of 
teenage hormones, cultural stereotypes and peer pressure. In the public health realm, 
scientific certainties are rare. But we know without question not having sex absolutely 
protects young people from the physical and emotional perils that can, and do, befall 
those who engage in high-risk and age-inappropriate behaviors. 

High school is a difficult enough time without the added pressures of complex 
sexual relationships that too often result in pregnancy, sexually transmitted diseases, and 
emotional trauma. Young people should be spending that time of their lives focusing on 
school, extracurricular activities, friends, and their futures, not succumbing to the risks of 
early-age sex. 

And those risks are substantial, A third of American young women will become 
pregnant before the age of 20. A third of those between the ages of 15 and 17 report 
already feeling pressured to have sex. One in four teenage girls is infected with a 
sexually transmitted disease. Tragically, STDs are found at almost twice that rate in 
African-American young women. And half of all new HIV infections occur in people 
under the age of 25. 
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Statement of Rep. Tom Davis 
April 23, 2008 
Page 2 of 2 

As dire as these numbers may seem, progress has been made since the early 90s. 
Between 1990 and 2004, the teen pregnancy rate fell 38%. The percentage of high 
school students who have had sexual intercourse also declined over the same decade. 
Today, it is estimated less than half of American high schools students have ever had sex. 
Yet, despite these important gains, the United States compares unfavorably in these 
measures with other developed nations. Particularly among racial minorities, troubling 
disparities persist. 

So we appropriately ask today how well federal programs support abstinence 
education. It’s a fair question. But it’s not the only question that bears on how to protect 
public health and the welfare of precious young lives. In this discussion, we should 
abstain when urged to take an all-or-nothing approach or make false choices between 
abstinence-only programs and more clinical, some might say permissive, sex education. 
Particularly today, against cultural trends that glamorize the immediate gratification of 
physical and material wants while minimizing personal responsibility, we need to use 
every means available to reach young people and help them make responsible decisions. 

Focusing only on the performance of abstinence-only programs also risks leaving 
the impression the federal government funds only those courses, or that just those efforts 
need oversight. In fact, the federal government funds the full spectrum of sex education. 
As it must be under our Constitutional system, decisions about the nature and content of 
sex education in schools are made at the state and school district levels, with strong input 
from parents. Different communities have different mores and traditions. What works in 
Utah may not be what’s needed or wanted in rural Mississippi or inner city Los Angeles. 
The federal government’s role is to empower states and localities to make those choices, 
not supplant the judgment of parents, teachers, and school boards. So we permit states, 
school districts, and community organizations to seek federal funds for the types of sex 
education they judge best to meet the needs of their students. Wc should not deny them 
the option of abstinence education programs because some perform better than others. 
Each life saved is of immeasurable value. 

Data on the impact of abstinence education programs may be difficult to capture 
or slow to be recognized. But problems with how abstinence is taught cannot be allowed 
to undermine its indispensability as a core element of what is taught. It is inaccurate and 
unfair to claim all abstinence education programs are the same; or that all such programs 
fail, therefore none should be funded. To bring a more nuanced view to the evaluation, 
we asked that Dr. Stan Weed be invited to testify. His work in this field should shed 
needed light on the elements of an effective abstinence education program, and we thank 
Chairman Waxman for agreeing to our request for this witness. Identifying what works, 
and what doesn’t, can help focus federal funding on the best practices and the most 
efficient programs. 

We welcome all our witnesses this morning and look forward to a constructive 
conversation on how to fund the very best abstinence education programs. 
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Chairman Waxman. Thank you very much, Mr. Davis. 

First of all, by unanimous consent, without objection, all Mem- 
bers will be permitted to enter opening statements in the record. 

We are pleased to have two of our colleagues with us today to 
present their position on this issue. We have Congresswoman Lois 
Capps, representing the 23rd District of California, where she 
serves on the Energy and Commerce Committee. She is the founder 
and co-chair of the House Nursing Caucus and is the Democratic 
Chair of the Congressional Caucus for Women’s Issues. 

We are pleased to have you with us. 

Senator Sam Brownback is the senior Senator for Kansas. He 
serves on the Appropriations, Judiciary, and Joint Economic Com- 
mittees and is the ranking member on the Joint Economic Commit- 
tee. 

We are pleased to have you here, as well. 

I guess before we do that, I should inform you and all the wit- 
nesses that it is the practice of this committee that everyone who 
testifies before us testifies under oath, so even though you are 
Members of Congress I think we ought to apply the same rules to 
you, as well. 

[Witnesses sworn.] 

Chairman Waxman. The record will indicate that the witnesses 
answered in the affirmative. 

Ms. Capps, why don’t we start with you. Your prepared state- 
ments will be in the record in full. We would like to ask, if you 
would, to keep your oral presentation to around 5 minutes. 

STATEMENTS OF HON. LOIS CAPPS, A REPRESENTATIVE IN 

CONGRESS FROM THE STATE OF CALIFORNIA; AND HON. 

SAM BROWNBACK, A U.S. SENATOR FROM THE STATE OF 

KANSAS 


STATEMENT OF HON. LOIS CAPPS 

Ms. Capps. Thank you. Chairman Waxman, for inviting me to 
participate today. It is an honor for me to appear with my es- 
teemed colleague from the Senate. 

I sit before you today both as a colleague in the House and as 
a registered nurse. Long before I entered the halls of Congress I 
worked as a school nurse and health educator for the Santa Bar- 
bara Public School Districts. My responsibilities then were to make 
decisions that best meet the needs of my students and school dis- 
trict, much as they are now to make decisions that best represent 
the needs of my constituents and the American people. 

As a public health nurse, it was natural for me to reinforce that 
prevention is a most important component of health education. 
Teaching young people about healthy behaviors, including the risks 
associated with unprotected sex and teen pregnancy, are important 
messages that need to be conveyed, always in alliance with the par- 
ents involved. 

I know from my first-hand experience what does and doesn’t 
work with youth. That is why I promoted comprehensive health 
education for all students, including age-appropriate information 
about reproduction and decisionmaking associated with sex, always 
with the parents’ permission. 
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Knowing about mitigating the risk of sexually transmitted dis- 
ease and ways to prevent pregnancy are important life skills need- 
ed in today’s world. Withholding this information from teens does 
a great and perhaps dangerous disservice to them, and one that 
runs contrary to my training and education as a public health 
nurse. 

In my work as a school nurse I have been part of many curricu- 
lum review panels regarding sex education at both the school site 
and the local school district level. These panels are always centered 
around parents and include teachers, administrators, board mem- 
bers, and often community health professionals such as pediatri- 
cians. 

As a school nurse I also had the privilege of directing a program 
for pregnant and parenting teens, which allowed them to stay in 
regular high school with their peers. Part of this program was, of 
course, to provide care for their children while they were studying 
and in class, but, more importantly, this teen parenting program 
provided education on life skills with an emphasis on parenting, as 
well as an education on how to prevent or delay further teen preg- 
nancies. After all, teen parents are all too likely to have a second 
birth relatively soon. About one-fourth of teenage mothers have a 
second child within 24 months of that first early birth. 

Mr. Chairman, according to a 2005 CDC study, 46.8 percent of 
all high school students reported having had sexual intercourse. 
For high school seniors, this figure reaches 63.1 percent. The bot- 
tom line is, as much as parents and teachers and all of us alike 
stress abstinence among teens, sexual activity is a reality for many 
young people. So what can we do to confront that reality? 

Some say that abstinence-only education is the answer, but 
claiming that the only proper information with teens, even teens 
who are already parents, is abstinence only and nothing else means 
withholding scientifically based medical information. This is com- 
pletely unrealistic, in my view. 

Of course, abstinence is at the core of any comprehensive sexual 
education curriculum. Practicing 100 percent complete abstinence 
is 100 percent effective in preventing pregnancy, and that is a pri- 
mary message. For many young people, this message reinforces 
positive behaviors, but it is not realistic to expect such behavior 
from all teens, so the best thing we can do to protect young people 
from the negative consequences of unsafe sex is to give them the 
information they need. We know this works. 

A national campaign to prevent teen pregnancy study revealed 
that over 40 percent of the comprehensive education programs that 
were evaluated delayed the initiation of sex, and more than 60 per- 
cent reduced unprotected sex. Furthermore, no comprehensive pro- 
gram hastened the initiation of sex, according to the study, or in- 
creased the frequency of sex. 

Conversely, just last year a federally funded evaluation of the 
Title V abstinence-only programs conducted by Mathmatica Policy 
Research, Inc. found no evidence that these programs — that is ab- 
stinence-only — increased rates of sexual abstinence. Scientific study 
after scientific study has shown that these programs are ineffective 
and often contain false information, something that bears out in 
my own anecdotal survey of them. 
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I urge us not to add to the $1.3 billion in Federal dollars that 
have been invested over the past decade in programs that are inef- 
fective and many of them downright false. 

I am proud that my own State of California has rejected these 
dollars from day one. In fact, California is the only State that has 
never applied for and never received Title V abstinence-only until- 
marriage funding. California would have been eligible for over $7 
million in Title V abstinence-only until-marriage funding in fiscal 
year 2007, but the State chose not to apply for these funds due to 
the extraordinary restrictions upon how the money must be spent. 
This was based on the State’s previous experience in the 1990’s 
with a State-funded abstinence-only education program that proved 
to be ineffective. Evaluation of the program proved that youth who 
were given abstinence-only education were not less likely than 
youth in the control groups to report a pregnancy or a sexually 
transmitted infection. 

California isn’t the only State to draw these conclusions. The 
Kansas Department of Health and Environment conducted a 2004 
evaluation of abstinence-only until-marriage programs, and this 
evaluation found that there were no changes noted for participants’ 
actual or intended behavior, such as whether they planned to wait 
until marriage the have sexual. 

The evaluation also revealed negative changes in attitudes. After 
participating in abstinence-only until-marriage programs, students 
surveyed were less likely to respond that the teachers and staff 
cared about them, and significantly fewer students felt that they 
had a right to refuse to have sex with someone. Researchers there- 
fore concluded that, rather than focusing on abstinence-only until- 
marriage, data suggests that including information on contracep- 
tive use may be more effective at decreasing teen pregnancy. This 
evaluation is, unfortunately, all too typical of the result of the ab- 
stinence-only education programs. 

Mr. Chairman, as of 2008, January, 17 States have rejected Title 
V abstinence-only funding based on sound public health concerns 
and because Governors have deemed the program to be inconsist- 
ent with their State’s values or public health mandates. 

I commend these States for making smart decisions regarding 
the health of their young people and listening to parents who want 
more comprehensive education for their children. Recent polling re- 
veals that a vast majority of adults support a comprehensive ap- 
proach to sexuality education. According to a study conducted by 
the National Campaign to Prevent Teen and Unplanned Preg- 
nancy, 78 percent of California residents support programs that 
teach about abstinence as well as how to obtain and use contracep- 
tives. 

Furthermore, residents believe that the Federal Government 
should pay for this instruction. That is why I am proud to be a co- 
sponsor of legislation such as the Responsible Education About Life 
[REAL] Act, and the Prevention First Act. It is in the best interest, 
I believe, of public health of our entire society to ensure that all 
students are receiving scientifically and medically accurate infor- 
mation that will enable them to make the healthiest lifestyle deci- 
sions for them. 
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Furthermore, I believe that we must discontinue any funding 
that is Federal for abstinence-only education programs. I believe 
they have been a waste of taxpayer dollars and have produced no 
positive results. As a Member of Congress, again, as a registered 
nurse, this is a position I encourage my colleagues to adopt as we 
have a responsibility, I believe, to protect the public health. We 
should follow the recommendations of the Institutes of Medicine: 
“Congress, as well as other Federal, State, and local policymakers, 
eliminate the requirements that public funds be used for absti- 
nence-only education and that States and local school districts im- 
plement and continue to support age-appropriate, comprehensive 
sex education and condom availability.” 

Thank you, again, for the opportunity to testify today. 

[The prepared statement of Hon. Lois Capps follows:] 



19 


Testimony of Representative Lois Capps Before the 
Oversight and Government Reform Committee 
April 23. 2008 

Thank you, Chairman Waxman, for inviting me to participate 
today. 

I sit before you today both as a colleague in the House and a 
registered nurse. 

Long before I entered the halls of Congress, I worked as a school 
nurse and health educator. 

My responsibilities then were to make decisions that best met the 
health needs of my students and school district, much as they are 
now to make decisions that best represent the needs of my 
constituents and the American people. 

As a public health nurse, it was very easy for me to reinforce that 
prevention is the most important component of health education. 

Teaching young people about healthy behaviors, including the 
risks associated with unprotected sex and teen pregnancy, were 
important messages that needed to be conveyed. 

I know from my firsthand experience what does and doesn’t work 
with youth. 

That is why I promoted comprehensive health education for 
students, including information about reproduction and decision 
making associated with sex. 

Mitigating the risk of sexually transmitted disease and prevent 
pregnancy are important life skills teens must know. 
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Withholding this information from them is doing a horrible 
disservice and one that runs contrary to my training and education 
as a public health nurse, vv^hich mandate that I always act in the 
best interests of my patients - in this case, students. 

I have been part of many curriculum review panels at both the 
school site and the school district level. 

These panels always included parents, teachers, administrators, 
board members and health professionals, such as pediatricians 
from the community. 

As a school nurse, I had the privilege of directing a program for 
pregnant and parenting teens which allowed them to stay in a 
regular high school with their peers. 

Part of this program was, of course, to provide day care for the 
babies of these young parents so that they could attend class. 

But more importantly, the teen parenting program provided 
education on life skills, with an emphasis on parenting, as well as 
education on how to prevent or delay further teen pregnancies . 

After all, teen parents are all too likely to have a second birth 
relatively soon - about one fourth of teenage mothers have a 
second child within 24 months of the first birth. 

Mr. Chairman, according to a 2005 CDC study, 46.8% of all high 
school students reported having had sexual intercourse. 

For high school seniors , this figure reaches 63.1%. 

The bottom line is, as much as parents and teachers alike stress 
abstinence among teens, sexual activity is a reality for many young 
people. 
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So what can we do to confront this reality? 

Some say that abstinence-only education is the answer. 

But claiming that the only proper information to share with teens, 
even teens who are already parents, is abstinence-only and nothing 
else, means withholding scientifically-based medical i n formation. 

This is completely unrealistic. 

Of course abstinence should be at the core of any comprehensive 
sexual education curriculum - practicing 100% complete 
abstinence is 100% effective in preventing pregnancy. 

For many yoimg people, this message reinforces positive 
behaviors, but it is not realistic to expect such behavior from all 
teens. 

So the best thing we can do to protect young people from the 
negative consequences of unsafe sex is to give them the 
information they need. 

We know this works. 

A National Campaign to Prevent Teen Pregnancy study revealed 
that over 40% of comprehensive education programs that were 
evaluated delayed the initiation of sex and more than 60% reduced 
unprotected sex. 

Furthermore, no comprehensive program hastened the initiation of 
sex or increased the frequency of sex. 

Conversely, just last year, a federally-funded evaluation of the 
Title V abstinence-only programs conducted by Mathematica 
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Policy Research Inc. found no evidence that these programs 
increased rates of sexual abstinence. 

Scientific study after scientific study has shown that these 
programs are ineffective and often contain false information. 

I urge us not add to the 1.3 billion in Federal dollars that have been 
invested over the past decade in programs that are ineffective and 
outright false. 

I am proud that my own state of California has rejected these 
dollars from day one. 

In fact, California is the only state that has never applied for and 
never received Title V abstinence-only-until-marriage funding. 

California would have been eligible for over $7 million in Title V 
abstinence-only-until-marriage funding in Fiscal Year 2007, but 
the state chose not to apply for these funds due to the extraordinary 
restrictions upon how the money must be spent. 

This was based on the state’s previous experience in the 1990’s 
with a state-funded abstinence-only education program that proved 
to be ineffective. 

Evaluation of the program proved that youth who were given 
abstinence-only education were not less likelv than youths in control 
groups to report a pregnancy or sexually transmitted infection. 

California isn’t the only state to draw these conclusions. 

The Kansas Department of Health and Environment conducted a 
2004 evaluation of abstinence-only-until marriage programs. 
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The evaluation found that there were “no changes noted for 
participants’ actual or intended behavior; such as whether they 
planned to wait until marriage to have sex.” 

The evaluation also revealed negative changes in attitudes. 

After participating in abstinence-only-until-marriage programs, 
students surveyed were less likely to respond that the teachers and 
staff cared about them and significantly fewer students felt they “have 
the right to refuse to have sex with someone.” 

Researchers therefore concluded that, “rather than focusing on 
Abstinence-Only-Until-Marriage, data suggests that including 
information on contraceptive use may be more effective at decreasing 
teen pregnancies.” 

This evaluation is, unfortunately, all too typical of the result of 
abstinence-only education programs. 

Mr. Chairman, as of January 2008, 1 7 states have rejected Title V 
abstinence-only funding based on sound public health concerns and 
because Governors have deemed the programs to be inconsistence 
with their state’s values or public health mandates. 

I commend these states for making smart decisions regarding the 
health of their young people and listening to parents who want more 
comprehensive education for their children. 

Recent polling reveals that a vast majority of adults support a 
comprehensive approach to sexuality education. 

According to a study conducted by the National Campaign to 
Prevent Teen and Unplanned Pregnancy, 78% of California 
residents support programs that teach about abstinence as well as 
how to obtain and use contraceptives. 
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Furthemore, residents believe that the federal government should 
pay for this instruction. 

That is why I am proud to be a cosponsor of legislation such as the 
Responsible Education About Life, or REAL Act and the 
Prevention First Act. 

It is in the best public health interest of our entire society to ensure 
that students are receiving scientifically and medically accurate 
information that will enable them to make the healthiest lifestyle 
decisions. 

Furthermore, I believe that we must discontinue any federal 
funding for abstinence-only education programs. 

They have been a waste of taxpayer dollars and have produced no 
positive results. 

As a Member of Congress and a registered nurse, this is the 
position that I encourage my colleagues to adopt, as we have a 
responsibility protect the public health. 

We should follow the recommendations of the Institute of 
Medicine (lOM) that: 

“Congress, as well as other federal, state, and local 
policymakers, eliminate the requirements that public funds be used 
for abstinence-only education, and that states and local school 
districts implement and continue to support age-appropriate 
comprehensive sex education and condom availability.” 

Thank you again for the opportunity to testify today. 
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Chairman Waxman. Thank you very much, Ms. Capps. 

Mr. Brownback. 

STATEMENT OF HON. SAM BROWNBACK 

Senator Brownback. Thank you very much, Mr. Chairman. 
Thank you for allowing me to be here and to testify. I am glad to 
join Ms. Capps. I have worked with her on a number of different 
issues over the years, and it is always a pleasure to join her. I 
think we have a bit of a different opinion on this one. I look for- 
ward to the discussion on it. 

I come here because I am in the U.S. Senate, but I have five chil- 
dren and I have a fair amount of practical experience dealing with 
this. Our oldest is 21, youngest two are 10. I think I identify with 
most parents. I want the best for my kids and there is hardly any- 
thing I wouldn’t do for them to see that they do have the best. 

I am like most parents in this country: I want them to abstain 
from sexual activity until they are married. That doesn’t happen to 
be just in the Brownback household. There is a Zogby poll in my 
testimony; 8 in 10 parents want that for their children. 

I think also I am like most parents in that I feel often that the 
current culture pushes against what we try to teach in the 
Brownback family, that you have respect for other people, that ev- 
erybody is a dignified human, that we think this is something that 
should be retained for marriage, and that is the best place. 

It is something that we would hope our Government would back 
us up on. That, I think, is at the crux of what the debate is here, 
and it is about desire of parents and what is best for their kids, 
high expectations, not low expectations, high expectations for our 
children and a desire to lead them toward that. 

We have a crisis in the country today. It is striking — I thought 
stunning — when I read this number, that one in four teenager girls 
in the United States has a sexually transmitted disease. One in 
four, according to CDC. That is a truly shocking number. 

Clearly, where we have put the bulk of our money in sex edu- 
cation, which is the comprehensive programs, have not worked. We 
have a culture that pushes another way that rarely shows con- 
sequences of early sexual activity but really just says let’s just go 
ahead and do it. 

The end of this debate has been the push against abstinence edu- 
cation, which I think probably if we surveyed most Members here 
toward their own children they would say no, that is what I would 
hope my kids would do, and that is what I encourage them to do. 
I would just say then why wouldn’t we have the Government do 
similarly. 

I have followed a number of the studies that have been coming 
out looking at this. I don’t think all of them have been followed, 
though. The Heritage Foundation just recently released a report 
looking at 15 studies that have examined abstinence based pro- 
grams only. They didn’t do the study on the programs, they just 
pulled 15 programs out, and they found 11 of these programs on 
abstinence reported positive findings, many of them quite extraor- 
dinary positive findings. 

It seems to me that the route we should do, in listening to par- 
ents and listening to our own hearts here, would be to say, OK, 
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what of these abstinence programs are not working, and let’s not 
fund the areas that are not working rather than throwing the 
whole idea out, which is supported by most parents. 

I am most familiar with one here in Washington, DC, that I have 
worked with over a number of years. I am the ranking member on 
the Appropriations Committee for D.C., have been the authorizing 
chairman for D.C. I have been very concerned about what is hap- 
pening here in the District. The best one I am familiar with is Best 
Friends program in Washington, DC. They had a 2005 study eval- 
uation of the impact of the program. They found this about their 
program: teenage girls in the six middle schools that participated 
in the program were substantially less likely to engage in sexual 
activity than similar teenager girls in the District who did not par- 
ticipate in Best Friends. 

And they found collateral support, as well, or collateral positive 
things. Best Friends girls were also significantly less likely to use 
illegal drugs, smoke or drink, compared to their peers. And the pro- 
gram worked. 

You have Dr. Stan Weed that has done a more thorough inves- 
tigation on the impact of the programs. I would hope that his testi- 
mony would be seriously considered. 

I think there is a way forward on this, Mr. Chairman, and I 
think it is to examine the abstinence programs, because not all of 
them are created equal. Clearly we have a huge problem. Clearly 
comprehensive sex education has not worked with the level of 
STDs that we have in this country. 

I would hope what we would do is look at what in these pro- 
grams and which ones and what design of it has worked, and let’s 
replicate and let’s support and let’s push that. And let’s be very 
supportive of it rather than this constant public debate of attack 
that I think reads out to most of the public. Well, we just don’t like 
this approach. Then the public goes. Well, I guess you are going to 
attack my parental ideas again. They get very frustrated. I know 
I can speak as one. 

I would hope we could work together on this. I don’t think this 
needs to be a partisan divide on it. I think it is one that we can 
work with parents and work with these programs and help design 
them to work better. It would be my hope, my pledge to you and 
to others to work to make them work better and to use the models 
of the ones that do work. 

Thank you for allowing me to be here, Mr. Chairman. 

[The prepared statement of Senator Sam Brownback follows:] 
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The Case for Sup: 


i Abstinence Educatio 


1 want to thank the Chairman for the opportunity to testify at this hearing concerning 
federal abstinence education programs. 

Teen sexual activity is a widespread problem across our nation. Each year, more than 2.5 
million teenagers become sexually active — a rate of 7,000 teens per day. Among high 
school students, almost half report having engaged in sexual activity and one-thini are 
cuTTOTitly active. 

Early sexi^ activity is associated with an increased risk of sexually transmitted diseases 
(STDs), reduced psychological and emotional well-being, delinquent behavior, lower 
^ademic achievement, teen pregnancy, and out-of-wedlock childbearing. These risks can 
be eliminated or reduced significantly if teens choose to abstain from sexual activity. 


Abstinence education 'leaches abstinence from sexual activity outside marriage as the 
expected standard for all school age children*". Such programs stress the social, 
psychological, and health benefits of abstinence. Abstinence education programs also 
teach youth valuable life and decision-making skills that set the foundation for personal 
responsibility and developing healthy relationships and marriages later in life. 

In my testimony today, I will seek to make four basic points. 

• First, a common criticism of abstinence education is that there is no evidence 
demonstrating that abstinence education programs are effective. This is not true. 

In fact, there are a large and growii^ number of studies showing that youth 
participating in abstinence programs have lower rates of sexual activity when 
compared to youth who do not receive abstinence education. 

* Opponents of abstinence education claim that, aside from sexually transmitted 
disease and unintended pregnancy, there are no harmful effects from coi^ensual 
teen sexual activity. This is also not true. In reality, casual teen sex has 
substantial negative psychological, social and economic effects. Increased 
condom use will not make these effects go away. 
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• Many seek to replace abstinence education with so-called comprehensive sex 
education. Proponents of this approach claim that comprehensive sex education 
program emphasize abstinence. This is not true. Comprehensive sex education 
curricula place an overwhelming emphasis on promoting contraceptive use. The 
main message embodied in these curricula is that it is okay for teens to engage in 
sex as long as they use contraception; over ninety percent of parents reject this 
message. 

• Nearly all parents approve of the themes of self-restraint conveyed by abstinence 
programs. By contrast, nearly all parents reject the permissive values conveyed 
by comprehensive sex education. 

Abstinence Programs are Effective 

Critics of abstinence education maintain that there is no evidence supporting the 
effectiveness of authentic abstinence education programs. This is not correct. 

The Heritage Foundation has recently released a comprehensive review of all prior 
studies of the effectiveness of abstinence education programs. The review examined 21 
existing studies, including 15 evaluations of specific abstinence education programs, and 
six studies of virginity pledges. Most of these studies appeared in peer review 
publications. Of the 21 studies, 16 reported significant positive behavioral changes such 
as reduced sexual activity. Overall, the studies reporting positive behavioral results from 
abstinence programs oumumbered those reporting no results be a ratio of three to one. 

Looking at the review in detail, one finds that 1 1 of the 1 5 evaluations of specific 
abstinence programs reported positive behavioral change — such as delayed initiation of 
sexual activity — among youths who received abstinence training. Only a quarter of the 
evaluations reported no behavioral impact. Of the six studies of virginity pledges, five 
found substantial positive behavioral outcomes among youth who made virginity pledges 
compared to similar youth who did not. 

Findings for sjjecific abstinence programs include the following: 

Not Me. Not Now. Not Me, Not Now, is a community-wide abstinence intervention 
program targeted toward youth ages 9 through 14 in Moruoe County, New York, which 
includes the city of Rochester. The program wanted to raise awareness of the problem of 
teen pregnancy and increase knowledge of the negative consequences associated with 
teen pregnancy. The program also sought to help youth develop resistance skills to peer 
pressure and promote communication between parents and teens about these important 
topics. 

Not Me, Not Now was quite successful in reaching adolescents in Monroe County. 
Nearly 95 percent of the target audience reported seeing a Not Me, Not Now ad. Teens 
in community also reported significant positive shifts in their attitudes toward abstinence. 
During the intervention period, the sexual activity rate of 15-year-olds dropped by a 
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significant amount, from nearly 47 percent to 32 percent. The pregnancy rate of 15- to 
1 7-year-old girls in the county declined significantly as well, from 63 pregnancies per 
1,000 girls ages 15 to 17 to 50 pregnancies per 1,000. In fact, the teen pregnancy rate fell 
mote rapidly in Monroe County than in nearby similar counties as well as upstate New 
York in general. 

Project Taking Charge. Project Taking Charge was designed to serve youths in lower- 
income communities with high teen pregnancy rates. The curriculum offered youth 
instructions on self-development, sexual biology, vocation goal-setting, and 
communication between family members. 

When surveyed in a study, a group of adolescents in Wilmington, Delaware, and West 
Point, Mississippi, who participated in Project Taking Charge reported an increase in 
their knowledge of the problems associated with teen pregnancy and STDs. The same 
study also reported that among youths who participated in Project Taking Charge, only 
about one quarter initiated sexual activity six months later, compared to half of teens who 
did not participate in the program. 

Heritage Keeners. Heritage Keepers is abstinence education program that serves a 
diverse population of middle school and high school students in South Carolina. A 2005 
study examined the program’s impact on the behavior of some 2,500 7'*' to 9*'' grade 
students in 34 schools in South Carolina. The study found that Heritage Keepers students 
were significantly less likely to have initiated sexual activity compared to peers in their 
communities who did not participate in the program one year later. Specifically, among 
Heritage Keepers students who were virgins prior to the study, only about 1 in 8 teens 
initiated any sexual activity one year later, compared to one-quarter of students who did 
not participate in Heritage Keepers. The study found similar positive impact on 
subgroups of only Caucasian students and only African-American students. 

Sex Can Wait. Sex Can Wait is an abstinence program that serves upper elementary, 
middle school and high school students. The curriculum focuses on skills-building in the 
areas of youth’s self-esteem, decision-making, communication, goal-setting and life 
planning. The curriculum also contains lessons on reproductive biology and physiology. 
Homework includes activities that involve students’ parents. 

The study compared outcomes of students who participated in Sex Can Wait to students 
who received the school district’s standard sex education programs. Among upper 
elementary students, the authors of study found that, students who received abstinence 
education reported greater knowledge of the subjects taught, sense of hope about the 
future, and self-efficacy compared to students who received the district’s standard sex 
education. Middle school students who participated in the Sex Can Wait were more 
likely to remain abstinent overall compared to non-participants a year and half after the 
programs ended. Among high school students, those who received abstinence education 
reported attitudes more supportive of abstinence and a stronger intention to remain 
abstinent. They were also more likely to remain abstinent in the short-term than peers 
who did not receive abstinence education. 
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Best Friends . The Best Friends program works with teenage girls across the country. 

The Best Friends curriculum covers a range of important topics, including “friendship,” 
“love and dating,” “self-respect,” “decision making,” “alcohol and drug abuse, “physical 
fitness and nutrition,” and “AIDS and STDs.” This program also pairs teenage girls with 
teacher mentors, who meet with their students individually for 30 to 45 minutes each 
week. 

The Best Friends program, founded in the District of Columbia, served adolescent girls in 
six of the 20 middle schools in the city. These six Best Friends middle schools tended to 
be located in the more disadvantaged parts of the city. Academically, these schools are 
comparable, if not slightly worse, that the District’s middle schools in general. 

When 2005 study evaluated the impact of Best Friends, it found that teenage girls in the 
six middle schools that participated in the program were substantially less likely to use 
engage in sexual activity than similar teenage girls in the District who did not participate 
in Best Friends. Furthermore, Best Friends girls were also significantly less likely to use 
illegal drugs, smoke or drink, compared to their peers. 

Teen Aid and Sex Respect . Evaluators of the Teen Aid and Sex Respect programs in 
Utah found particularly encouraging results among youths who appeared to hold more 
permissive attitudes. When surveyed, these youths were more likely to belief that 
“having sex should be treated as a normal and expected part of the teenage dating 
relationship” and “having sex with a boyfriend or girlfriend is a good way to show how 
much you care for them.” Among high school students who held these more permissive 
attitudes, the study found that teens who received abstinence education were one-third 
less likely to engage in sexuttl activity one year after the program compared to peers of 
similar family background, religious involvement, dating and drinking behavior but who 
did not receive abstinence education. 

Like the most recent Heritage study on abstinence programs. Dr. Stan Weed’s study. An 
abstinence Program 's Impact on Cognitive Mediators and Sexual Initiation, researched a 
Northern Virginia abstinence program that also showed positive outcomes for program 
participants, yet again proving that abstinent programs are effective. 

The study showed affirmative results for most of the 7'^ grade students participating in 
the abstinence program, but also showed extraordinary results for the African American 
program participants. 

Although the study was small, 550 students comprising both program participants and the 
comparison group. Dr. Weed found that 90.8 percent of students did not engage in sexual 
intercourse one year after completing the program compared with 83.6 percent in the 
comparison group. To put a finer point on this finding, only 9.2 percent of students 
enrolled in the abstinence program engaged in sex while 16.4 percent who were not in the 
program engaged in sex. Perhaps even more exciting, the study found that of the African 
American 7* graders who participated in the program, only 3.2 percent who participated 
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in the program engaged in sex compared with 33.3 percent of the comparison group who 
did initiate sex. 

These findings are significant and underscores the reason abstinence programs should be 
continued and why these programs should be supported both legislatively and financially 
by the federal government. 

Abstinence is Good for Teens 

Proponents and critics of abstinence education differ greatly in their views on the 
appropriateness of adolescent sexual activity. Critics of abstinence education often view 
teen sexual activity in a positive, non-problematic light. Many proponents argue that 
there is no downside to comprehensive sex education. 

In contrast to abstinence opponents, American parents do not believe that adolescent 
sexual activity is harmless and without “adverse impact.” More than nine out of ten 
parents object to teaching that teen sexual activity is okay as long as teens use 
contraceptives. The evidence shows that American parents are right on this point and 
that abstinence opponents are wrong. In addition to being the best means to prevent 
STD’s and teen pregnancy, teen abstinence is strongly associated with positive 
psychological, social and economic outcomes. 

• Research by Dr. Denise Hallfors of the University of North Carolina at Chape! 
Hill shows that sexually active teens are two and a half times more likely to be 
depressed and to have thoughts of suicide when compared to abstinent teens form 
the same socio-economic and family background. These differences in 
depression and suicidal thoughts occur even when the sexually active teens are 
not engaged in related risk behaviors such as drinking and drug use. 

• Among girls, increased depression chronologically follows the initiation of sex 
activity. This increase in depression appears even after adjusting for initial 
differences in depression prior to sexual activity, a fact strongly indicating that 
sexual activity, in many cases, causes increased depression. 

• Adolescent sexual activity is strongly associated with other risk behaviors such as 
drug and alcohol abuse and delinquency. The initiation of adolescent sexual 
activity is linked to subsequent increases in delinquent behavior. By contrast, 
those who remain abstinent have the lowest levels of delinquent behavior even 
after adjusting for differences in socio-economic and family background. 

• Teen sexual abstinence is strongly linked to positive educational outcomes. Teens 
that remain abstinent throughout high school are almost twice as likely to attend 
and graduate from college as are sexually active teens from the same socio- 
economic, racial and family backgrounds. Because of their higher educational 
attainment abstinent teens, on average, will have lifetime incomes that are some 
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$370,000 higher than sexually active teens from the same socio-economic 
background. 

Comprehensive Sex Education Curricula Do Not Promote Abstinence 

Some in Congress would like to end funding for abstinence education and replace it with 
comprehensive sex education (CSE). Proponents of comprehensive sex education claim 
that their programs put a primary emphasis on abstinence and discuss contraception only 
as a secondary backup, if the abstinence message fails. However, a detailed analysis of 
prominent CSE curricula by the U.S. Department of Health and Human Services and a 
similar analysis by The Heritage Foundation show this is not the case. In reality, 
comprehensive sex education curricula place an overwhelming emphasis on encouraging 
youth to use condoms and make only minor, often cursory, references to abstinence. 

For example, the HHS review of CSE curricula found that even the most balanced CSE 
curriculum contained seven times more references to contraception than it did to 
abstinence or not having sex. The HHS report also noted the CSE curricula had a factual 
error rate similar to that in abstinence curricula. 

A paragraph by paragraph content analysis by The Heritage Foundation of nine 
prominent comprehensive sex education programs found that these curricula, on average 
devoted only 4 percent of their content to abstinence and 27 percent to promoting 
contraceptive use. Moreover, this analysis found that most discussions of abstinence 
were simplistic, perfunctory, and in many cases almost dismissive. None of the CSE 
curricula contained even a single sentence urging teens to abstain from sexual activity 
until the teen had finished high school. In nearly 1000 pages of CSE text, less than ten 
sentences could be found vaguely suggesting that young people wait until they were older 
before commencing sex activity. In most cases, even these isolated sentences lacked 
force. 

According to the Heritage analysis, the typical comprehensive sex education curriculum 
briefly mentions abstinence as the safest choice to avoid STDs or pregnancy but then will 
spend page after page explaining that sex with condoms is extremely safe. The implicit 
message for students is that abstinence is, at best, a marginal choice for students. CSE 
curricula almost never mention the negative psychological and social impacts on teen 
casual sex, nor do they mention any connection between marriage and sex or between 
marriage and child-bearing. This is very alarming considering that currently 38 percent 
of chil^en are bom outside of wedlock, which is having a devastating effect on our 
nation’s families. 

Most comprehensive sex education curricula give example after example of happy, 
thriving teens having trouble-free sex while using condoms. The overwhelming message 
is that it is both acceptable and appropriate for youth to be sexual active as long a 
condoms are used, litis is not a message which American parents find acceptable. 
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Parents Overwhelmingly Support Abstinence Values and Messages 

Zogby International has conducted a poll of a nationally representative sample of parents 
to determine their attitudes toward sex education. The poll shows that American parents 
overwhelming support the themes and messages of abstinence education programs. On 
many themes, parental support is nearly unanimous. For example, 

• The poll shows most parents want teens taught a strong abstinence 
message. For example: Some 79 percent of parents want teens to be 
taught that they should not engage in sexual activity until they are married 
or at least in an adult relationship leading to marriage. 

• Some 91 percent of parents want teens to be taught that “the best choice is 
for sexual intercourse to be linked to love, intimacy, and commitment. 
These qualities are most likely to occia in a faithful marriage.” 

By contrast, the same poll reveals that parents overwhelmingly oppose the messages 
conveyed by comprehensive sex education curricula. For example: 

• Comprehensive sex education curricula focus almost exclusively on 
contraception and have little meaningful material on abstinence. 

However, only 2 percent of parents believe abstinence is unimportant, and 
only 7 percent believe teaching about contraception should have more 
emphasis than teaching about abstinence. By contrast, 44 percent of 
parents believe that teaching about abstinence in more important than 
teaching about contraception. 

• Over 90 percent of parents want sex education programs to teach teens to 
abstain, at least, until they have finished high school. Comprehensive sex 
education programs do not contain this message; in fact, much of their 
material implicitly imdermines it. 

• Comprehensive sex education programs convey the message that teen 
sexual activity is okay as long teen use contraception; only 7 percent of 
parents agree with that message. 

• The majority of comprehensive sex education curricula contain graphic 
sexual material that is objectionable to most parents. 

It is true that around 75 percent of parents want the schools to teach teens about 
abstinence and the basic biological facts about contraception. Abstinence curricula, in 
general, do not teach about contraceptive use, except to explain contraceptive failure 
rates. However, this disparity between abstinence education and piarental viewpoints is 
more apparent than real. Schools that teach about abstinence usually teach the basic 
biological facts about reproduction and contraception, in a separate class such as health. 
This arrangement has widespread parental support, since the majority of parents agree 
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with abstinence educators who argue that abstinence and contraception should not be 
taught in the same class. 

Conclusion 

America’s teens are surrounded by a vast amount of sexually explicit material in a 
popular media culture. These messages inundates youth with messages concerning the 
desirability of early, casual and permissive sexual activity. Unlike what is depicted in 
many me^a venues, early introduction into a sexual relationship has severe and lasting 
consequences for many teens. It is our responsibility to ensure that our policies promote 
the best and most effective measure that will protect our nation’s young people and their 
future. To end or severely limit or reduce abstinent education funding will not result in 
protecting America’s young people. I believe it will have the exact opposite effect. The 
answer to turning the tide in our STD rate is not to silence the abstinence message but to 
bolster it and not silence the often time only small public voice which teens hear in the 
wake of other harmful messaging — our children deserve nothing less. Again, I thank 
Chairman Waxman and Ranking Member Davis for this opportunity to share my strong 
and unwavering support for abstinence education programming. 
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Chairman Waxman. Thank you very much, Senator Brownback. 

I want to start off by telling you I agree with you. We ought to 
see what works. I don’t think we ought to ignore the idea of trying 
to emphasize abstinence. I think we ought to have that emphasis, 
because the culture does push our young people to become much 
more sexually active, and it is contrary to what many of us as par- 
ents and grandparents want for our children. 

But the Federal Government only funds abstinence education 
programs. We don’t fund comprehensive sex education programs for 
teenagers. That is done at the State and local level. I don’t think 
we ought to fund abstinence-only programs that won’t talk about 
other alternatives, talk about a comprehensive approach, encourag- 
ing abstinence but also at the same time explaining some public 
health realities to young people. 

Some States, as Ms. Capps pointed out. Representative Capps 
said some States have looked at the Federal requirement and it is 
like the Federal Government telling them they had to do it only 
one way, and the States didn’t like that. 

I think we ought to let the States, if we are going to put Federal 
dollars into it, make a decision. I would hope that all of them 
would emphasize abstinence, and then I hope all of them would in- 
form people about basic health information. 

Ms. Capps, is that the point that you were making? 

Ms. Capps. I appreciate the chance to respond. I want to also 
agree with the Senator. There is so much that we have in common 
in what we desire for our young people. We want them to grow up 
to be healthy. I will confess my strong bias, which is on behalf of 
health education, period. When you think about the diseases that 
are so costly to us today — obesity, heart disease, and sexually 
transmitted diseases and unwanted pregnancies — so much of it re- 
lates to healthy behaviors, which can be taught starting at a very 
young age. 

I have always been in favor of comprehensive health information 
so that young people know about their bodies, know how their emo- 
tions work, and at age-appropriate times, with the permission of 
parents, that this can be done, including sexuality and reproductive 
matters. 

Now, I am in favor of local decisionmaking about this. That is 
how important I think it is. It is always the prerogative of parents 
to have a say on sensitive issues of what their children learn and 
don’t learn. That is why I believe that abstinence-only education 
really directs something that should be decided at a more local 
level. 

We do have legislation that is in the process of being addressed 
in the House that undergirds the importance of prevention, and 
that is something I would champion. 

Chairman Waxman. Senator Brownback, do you think we ought 
to look at these programs in a cool, cold-hearted way to see wheth- 
er they are working or not, and if they are not working say that 
we ought to adjust them? And, second, do you think that we ought 
to bar, at the Federal level, any funds for these sex education ef- 
forts to talk about anything other than abstinence? Do you think 
it ought to be possible for the local areas to decide to use the funds, 
as well, for a more comprehensive approach that talks about ways 
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to stop the sexually transmitted diseases and unintended preg- 
nancies assuming young people decide to be sexually active? 

Senator Brownback. Well, the answer to your first question, ab- 
solutely. But I think you have to also then look at the whole 
gamut, and not just say, OK, we are going after abstinence edu- 
cation, which, Mr. Chairman, that is what this appears to be. And 
if you say OK, let’s look at the whole gamut because we have a cri- 
sis here, and STDs, one in four girls, and I think in certain seg- 
mented communities it is one in two, and the current approach has 
not worked. 

I believe you have testimony later on five to one on comprehen- 
sive. Nationwide, the dollars have been five to one on comprehen- 
sive. So, I mean, if I were you as chairman and you are saying let’s 
look at this realistically, then apparently the broad breadth of 
these dollars, it is not working. I would submit to you that if you 
are just going to peg in on the abstinence piece of this, OK, that 
is fair enough, but then I can show you programs in the abstinence 
field where it is working. I can show you places where it is not. The 
idea there would be to target more appropriately how you get the 
abstinence programs to work. But then you should also back up 
and say obviously the overall approach has not worked. We have 
to look at all of it. We can’t just tag in on the abstinence piece of 
this because of whatever agenda. 

Chairman Waxman. Thank you. 

Mr. Souder. 

Mr. Souder. Thank you, Mr. Chairman. 

As you know, we have debated this subject before. We held a 
hearing when I was chairman of the subcommittee and we issued 
a report. Abstinence and its Critics. I would ask that this would 
be inserted in the committee report of this hearing. 

Chairman Waxman. Without objection. 

[The information referred to follows:] 
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I. EXECUTIVE SUMMARY 


In December of 2004, the Democrat Staff of the House of Representatives’ Government 
Reform Committee released the report The Content of Federally Funded Abstinence-Only 
Education Program} Commonly known as the Waxman Report, it is ostensibly an 
objective review of federally-funded abstinence education. While the stated purpose of 
the Waxman Report to “examine the scientific and medical accuracy of the most popular 
abstinence curricula used by programs receiving funds fl'om the largest federal abstinence 
initiative” is welcomed, the Report fails to offer a fair and accurate assessment of 
abstinence education programs. Unfortunately, the Report has been heralded as an 
official and trustworthy review of abstinence education even though it is riddled with 
errors, half-truths and mischaracterizations. 

This report is a review of the findings of the Waxman Report. While admittedly there is 
room for more studies to assess the accuracy and effectiveness of all sex education 
programs (abstinence and comprehensive sex education), the content and conclusions of 
the Waxman Report fail to provide a fair evaluation of abstinence curricula. By any 
reasonable standard, it cannot be considered a definitive statement on abstinence 
education and should not be taken as such. 

The Waxman Report also fails to offer any review of comprehensive sex education. 

While this is not the stated purpose of the Report, there is an implied message that 
comprehensive sex education programs are the only curricula that should be supported by 
taxpayer dollars. Comprehensive sex education, however, already receives a 
disproportionate amount of funding relative to abstinence education and its effectiveness 
is suspect at best. 

The content of comprehensive sex education often contains graphic discussion about sex 
acts divorced fiom emotional content that, for many parents, is inappropriate for their 
children. There are examples where comprehensive sex education curricula encourage 
experimentation with condoms and other contraceptives in provocative ways. Some 
curricula encourage sexual contact (including masturbation, or even bathing together) for 
students too young for consensual sex imder applicable state law, and in some instances 
for students as young as nine.^ In fact, while such curricula encourage sexual activity. 


' Sec JTie Contentof Federally Funded Abstinence Education Programs, COMMITTBEON GOVERNMENT 
Reform— Minority staff special investigation division Report, Dec. 2004; at ht^>://ww\v. 
democrats.reform.house.gov/Documents/20041201 102153-S0247.pdf. 

^ See Becoming a Responsible Teen, ETR Associates, Santa Cruz, California, 1998, at 1 14-115, 

Id at 1 19; Be Proud! Be Responsible, Select Media, New York, NY, 1996, at 80; Teen Talk- Reproduction 
and Contraception Curriculum, Sociometrics Corporation, Los Altos, CA, at 16; Focus on Kids, ETR 
Associates, Santa Cruz, CA, 1998, at 108; http://www.siecus.org/pubsA 3 iblio/bibsOOlO.html and 
httt>;//www.Dlannedvarenthood.com/vp2 /Dortal/files/portal/educationoutreach/educationnrnprams/ 
nrn9ram.s-re.SDOn.sible-choices-2nd.pdf . 
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there is rarely any mention of the benefits of abstinence as the healthiest choice and the 
only certain and effective means to avoid STDs and unplanned pregnancies.^ 

Additionally, the information offered through comprehensive sex education is often 
directly contrary to the interest of parents, and even the students themselves. In recent 
polls over 90 percent of teens and adults, not to mention pre-teens, believe that teens 
should be given a strong abstinence message not to have sex untihthey are at least out of 
high school. Nearly 80 percent of parents think teens should be taught to delay sexual 
activity until marriage or in an adult relationship leading to marriage. Over 60 percent of 
teens say morals and values are equally important as health information and services in 
influencing teen sexual behavior and preventing teen pregnancy, and by contrast nine 
percent of teens believe that health information and services are more influential.'' And 
yet, the Waxman Report defends comprehensive sex education curricula that rejects the 
clear desires of parents and their children. 

This report is an effort to correct many of the errors of the Waxman Report. The 
physical, mental and emotional health of America’s youth is tied in part to their decision 
of whether they engage in sexual behavior at an early age. The value of abstinence for 
young people caimot be overestimated, and it is the duty of Congress to support programs 
that serve the interests of America’s youth. 

n. BACKGROUND 


A. The Crisis of STDs and Teen Pregnancies 

According to the Center for Disease Control and Prevention (CDC), there are 
approximately 19 million new sexually transmitted disease (STDs) infections in the 
United States each year. Nearly half of these new STD infections are among youth ages 
15 to 24, and the number of new infections in adolescents under the age of 19 is 
approximately three million atmually.^ 

Using data through the year 2003, the CDC estimated that 38,490 young people in the 
United States have been diagnosed virith AIDS, 4,000 of whom were diagnosed in 2003 
alone.* Approximately 10,041 young people with AIDS have died through 2003, and 


^ Shanna Martm, Robert Rector and Melissa Pardue, “Comprehensive Sex Education Versus Authentic 
Abstinence: A Study of Competing Curricula”, Heritage Foundation, 2004. pit; at ht(p;//www.heritage.org 
/Reseaich/Welfare/loader.cfin?uil=/conunonspotisecurity/getfile.cftn&PageID=67539. 

’ With One Voice 2004: America 's Adults and Teens Sound Off About Teen Pregnant^, National 
Campaign to Prevent Teen Pregnancy, Dec. 2004; at h%://www.teenprcgnancy.org/resources/data 

Topics and Sexual Behaviors, Centers for Disease Control and Prevention; at 
htt p://www.cdc.gov/HealdivYouth/sexuaIbehaviors/index.htTn . Sec also. Initial Announcement for 
Community-Based Education Program, Department of Health and Human Services Administration for 
Children and Families; at http://www.acf.hhs.gov/giants/open/ HHS-2006-ACF-ACYF-AE-0099.html. 

‘ HIV/AIDS Among Youth, Centers for Disease Control and Prevention, May 2005; at 
httD://www.cdc.gov/hiv/DUbs/facts/vouth.tTdf 


fedffWOV2004.pdE 
^Healthy Youth! Health 
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there has been a 37 percent increase in the number of young people living with AIDS 
since 1999. 

Approximately 820,000 yotmg women under the age of 19 become pregnant every year, 
and 34 percent of young women become pregnant at least once before they reach the age 
of twenty.^ Although teen pregnancy and birthrates have improved in recent years,® U.S. 
rates are stiU higher than any other developed nation. Teen mothers are less likely to 
complete high school, more likely to be single parents and more likely to live in poverty 
than other teens.® 

B. The Need for Abstinence Education 

With these statistics setting the background, the CDC recommends that “adolescents need 
accurate, age-appropriate information about HTV infection and AIDS, including the 
concept that abstinence is the only 100 percent effective way to avoid infection.”'® 
Funding for abstinence education has increased steadily under the Bush administration, 
growing almost $100 million between FY 2001 and FY 2005. Abstinence funding was 
$79 million in FY 2001, $100 million in FY 2002, $115 million in FY 2003, $135 miUion 
in FY 2004 and $168 million in FY 2005. The funding for abstinence education 
increased again for FY 2006 to a total of $178 million forFY 2006." 

As the funding for abstinence education has increased, so has the debate between 
abstinence education and comprehensive sex education, which are the two main 
educational approaches to reducing teen pregnancy and STDs. The ^proach of 
comprehensive sex education programs is that today’s youth need information to make 
decisions about whether to engage in sexual activities, that teens should be empowered to 
make their own decisions regarding sexual activity and that contraceptives as well as 
abstinence are effective in preventing pregnancy and sexually transmitted diseases. 
Abstinence education programs, on the other hand, promote the message that abstinence 
is the most effective means of preventing unwanted pregnancy and sexually transmitted 
diseases, that sex outside of marriage is harmful to teens’ physical and emotional health, 
that youth can and should be empowered to say no to sex and that promoting birth control 
along with abstinence undermines the strength of an abstinence message.'^ Abstinence 
education programs also place a large emphasis on character education and decision- 
making skills for dealing with peer-pressure, drugs and alcohol. 


^Healthy Youth! Health Topics and Sexual Behaviors, Centers for Disease Control and Prevention; at 
httD://www.cdc.gov/HealthvYoutli/sexnalbehaviors/index.htm . 

* From 1990 to 2000, the pregnancy rate decreased 33% and the birth rate declined 42% ftom 1991 to 2003. 
MMWR Weekly, Feb. 4, 2005; at http://www.cdc.goY/iiimwrAtreview/mmwrhtml/mmS404a6.htnL 
^Healthy Youth! Health Topics and Sexual Behaviors, Centers for Disease Control and Prevention; at 
htta://www.cdc.gov/HealthvYoutfa/5exualbehaviors/index.btm . 

10 ffjy/jijQs Among Youth, Centers for Disease Control and Prevention, May 2005; at 
http://www.cdc. gov/hiv /pubs/faets/vouth.pdf 

' ' Reducing Teen Pregnancy: Adolescent Family Life and Abstinence Education Programs, Congressional 
Research Service Report for Congress, Carmen Solonion-Fears Domestic Social Policy Division. Updated 
Feb. 14,2006. 

'^Id. 
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The Waxman Report has received an enormous amoimt of media attention and bltirred 
the debate between abstinence education and comprehensive sex education with 
mischaracterizations of the former. This report seeks to correct the errors of this report 
and media statements regarding abstinence education. 

C. Deflnition of Abstinence Education 

Section 510 of the Social Security Act, created under Section 912 of the 1996 Welfare 
Reform law, established a new categorical program of grants to states for abstinence 
education.'^ Abstinence education is defined in the law as an educational or motivational 
program which: 

A. has as its exclusive purpose, teaching the social, psychological, and health gains 
to be realized by abstaining fi'om sexual activity; 

B. teaches abstinence from sexual activity outside marriage as the expected standard 
for aU school age children; 

C. teaches that abstinence firom sexual activity is the only certain way to avoid out- 
of-wedlock pregnancy, sexually transmitted diseases, and other associated health 
problems; 

D. teaches that a mutually faithful monogamous relationship in the context of 
marriage is the expected standard of human sexual activity; 

E. teaches that sexual activity outside of the context of marriage is likely to have 
harmful psychological and physical effects; 

F. teaches that bearing children out-of-wedlock is likely to have harmful 
consequences for the child, the child's parents, and society; 

G. teaches young people how to reject sexual advances and how alcohol and drug 
use increases vulnerability to sexual advances; and 

H. teaches the importance of attaining self-sufficiency before engaging in sexual 
activity. 

While there are a wide range of abstinence education programs, all the federally-funded 
programs are required to include the definitions A-H. 

D. Federal Funding of Abstinence Education 


Personal Responsibility and Work Opportunity Reconciliation Act of 1996. Pub. L. No. 

104-193 (1996) (hereafter “PRWORA”). See also. Initial Armouncement for Community-Based Abstinence 
Education Program, supra note 5, 
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Abstinence education programs are awarded federal funds through the Adolescent Family 
Life Act, The Temporary Assistance for Needy Families Act and the Community-Based 
Abstinence Education Program. Each of these programs is distinct fiom the others, but 
together they were appropriated roughly $178 million for FY06. 

Adolescent Family Life Act: The Adolescent Family Life Act (AFLA) was signed into 
law in 1981 as Title XX of the Public Health Service Act to provide support for pregnant 
and parenting teens. This legislation has a pregnancy prevention component aimed at 
discouraging premarital sexual behavior among teens, and beginning in FY97, funds 
within AFLA were tied to the “A-H” standard of abstinence education found in Title V. 
From 1981 until 1996, the AFL program was the only federal program that focused 
directly on the issues of adolescent sexuality, pregnancy and parenting. AFL provides 
approximately $13 million in funding for abstinence education per year, and these funds 
are provided through a competitive grants process.'^ 

Title V: Congress created the Title V abstinence education program in the original 1996 
welfare reform act, the Personal Responsibility and Work C^portunity Reconciliation Act 
(PRWORA). Specifically, Section 510(b) of Title V of the Social Security Act created a 
new funding stream to provide grants to states to conduct abstinence education activities. 
Title V funds are administered by the Administration for Children and Families (ACF) 
and Family Youth Services Bureau (FYSB) of the Department of Health and Human 
Services (HHS). Title V provides a mandatory appropriation of $50 million aimually in 
federal funds that are distributed on a formula basis to states.’* States that choose to 
accept these funds must match every four federal dollars with three state-raised dollars 
and are then responsible for using the funds or distributing them to community-based 
organizations, schools, county and state health departments, media campaigns or other 
entities. Currently every state except California, Pennsylvania and Maine accept Title V 
funding.'* In addition to providing a funding stream for abstinence education. Title V 
established the “A-H” definition of abstinence education.” 

Title V State Abstinence Education Program grants are formula grants to states that are 
awarded based on a statutory formula determined by the proportion of low-income 
children in a state to the total number of low-income children nationally according to the 
latest census data. Applications are submitted by states and reviewed by ACF to ensure 
the grant requirements are met. While it is unusual for an application to be rejected for 


Adolescent Family Life Act, 42 U.S.C. § 300 (1982 & Supp. HI 1985), See also. Reducing Teen 
Pregnancy: Adolescent Family Life and Abstinence Education Programs, and Title XX of the Public 
Health Service Act P.L. 97-35. 

Sec U.S. Department of Health and Human Services, Health Resources and Services Administration, 
Maternal and Child Health Bureau, fact sheet, “Section 510 Abstinence Education Grant Program” (Apr. 
2002); at ftp://f^.hrsagov/mchb/abstinence/5tatefs.pdf. 

California has consistently elected not to receive Title V funds, and so the actual Title V spending is less 
than the $50 million appropriated each year. In 2002, for example, the federal government spent a total of 
$43.4 million to fund Title V abstinence programs, which is thirteen percent less than the $50 million 
appropriated. 

" PRWORA, §510(b). 
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conformity purposes, approval of the New Mexico Department of Health’s application 
for a FY06 State Abstinence Education grant was recently withheld because New 
Mexico’s proposed program did not target the age groups that are most at-risk for 
pregnancy and STDs.'* 

Community-Based Abstinence Education: Community Based Abstinence Education 
(CBAE) was created in the FYOl Labor/HHS Appropriations bill as an effort to 
supplement the abstinence education &nds provided by Title V. CBAE dollars were 
originally designated as a “Special Project of Regional and National Significance” 
(SPRANS), which was administered by the Maternal and Child Health Bureau (MCHB) 
of the Health Resources and Services Administration (HRS A). In FY2005, this program 
was moved to the Department of Health and Human Services’ ACF division and is now 
overseen by the Family Youth Services Bureau (FYSB). Funding for the CBAE program 
has grown from $20 million for FYOl to $1 13 million proposed by Congress) for FY07. 
CBAE grantees are required to adhere to the “A-H” definition of abstinence education. 

Through these three programs the total fimding for abstinence education for FY06 totaled 
$177.5 million: $13 million for the AFLA abstinence education projects, $50 million for 
Title V abstinence education programs, $110 million for the CBAE programs and $4.5 
million for an evaluation of CBAE programs.** 

Comparison of Funding for Abstinence Education vs. Comprehensive Sex-Ed; 
Congressman Waxman and many of his Democratic colleagues have argued that $177.5 
million is an excessive amount of funding for abstinence programs, if they allow for any 
expenditure on alternatives to comprehensive sex education. In comparison, however, 
federal funding for comprehensive sex education, which often includes instruction that 
undermines a strong abstinence message, receives at least ten times the amount for 
authentic abstinence education. While it is difficult to get precise numbers as to the 
federal spending on the full range of comprehensive sex education programs, one recent 
study states that in 2002 an estimated $1.73 billion was spent on comprehensive sex 
education programs.*** In that same year, $144.1 million was spent on abstinence 
programs.*’ In comparison, then, the federal government spent $12 to promote 
comprehensive sex education programs for every $1 spent on abstinence programs.** 

This wide disparity in funding is directly contrary to the desires of the vast majority of 
parents. A 2004 Zogby poll indicates that only seven percent of parents siuweyed 
approve of teaching teens that it is okay for them to have sex as long as they use a 
condom. By contrast, 96 percent of parents said that sex education class should teach 
that abstinence from sexual activity is best for teens. Also, 91 percent of parents said 


'* State Can 't Limit Abstinence Ed to Younger Kids, ALBUQUERQUE JOURNAL, May 4, 2006. 

Reducing Teen Pregnancy: Adolescent Family L^e and Abstinence Education Programs, Congressioual 
Research Service Report for Congress, Carmen Solomon-Feais Domestic Social Policy Division. Updated 
Feb. 14, 2006. 

® Melissa Pardue, Robert Rector and Shannan Martin, Government Spends $12 on Safe Sex and 
Contraceptives for Every $1 Spent on Abstinence, The Heritage Foundation, Jan. 14, 2004. 

2 ' tA 


8 



45 


teens should be taught that the best choice is for sexual activity to be linked to love, 
intimacy and commitment - qualities most likely to occur in faithful marriages.^^ And 
yet the Ranking Member of this Committee would have abstinence programs stripped of 
federal support and have all funding go to programs that often endanger our youth with 
classes that undermine a strong abstinence message. 

Most abstinence programs are run by small non-profits with small budgets that rely on 
donations, the sale of their material and government funding. Because abstinence is the 
only 1 00 percent effective means to prevent out-of-wedlock pregnancy and STDs, 
abstinence programs should receive government support. In fact, more funding will 
enable these programs to help more young people to live happy and healthy lives. 

The disparity in funding between comprehensive sex education and abstinence education 
is dramatic and limits the alternatives for state and local entities to provide the type of 
instruction that most parents want for their children. If parents, who are the most 
responsible for their children’s health and well-being, support the principles behind 
abstinence-based programs over the deceptively named “safe-sex” alternatives, then it is 
only fitting that these programs continue to be funded and made available to the nation’s 
youth. To cut fimding for abstinence programs, as is the reconnnendation of the Waxman 
Report, would significantly undermine the authority of parents to provide the type of 
formation that they want their children to receive. 

Comprehensive sex education programs already receive significantly more funding than 
abstinence programs, and there is no effort to eliminate federal support for 
comprehensive sex education, so the question is not whether the comprehensive approach 
will be funded, but whether there will be the opportunity to offer abstinence programs as 
an alternative. The Minority Report would prefer to eliminate support for abstinence 
programs, whereas the Majority has consistently supported abstinence education as a 
viable alternative to the well-funded comprehensive sex education programs that exist 
today. 

m. ABSTINENCE EDUCATION 


A. Background 

As the funding for abstinence education has increased, so has the debate between 
abstinence education and comprehensive sex education, which are the two main 
educational approaches to reducing teen pregnancy and STDs. The approach of 
comprehensive sex education programs is that today’s youth need information to make 
decisions about whether to engage in sexual activities, that teens should be empowered to 
make their own decisions regarding sexual activity and that contraceptives as well as 
abstinence are effective in preventing pregnancy and sexually transmitted diseases. 


“ Zogby International Poll for Focus on the Family, “Survey on Parental Opinions of Character - or 
Relationship-Based Abstinence Education vs. Comprehensive Sex Education,” Jan. 2004. 
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There is some confusion about the distinctions between abstinence education and 
comprehensive sex education. Abstinence education programs are not the same as 
comprehensive sex education or “abstinence-plus” programs. In abstinence education 
programs, information about contraception is included only as it supports the abstinence 
message: contraception information must be age-appropriate, abstinence education 
programs do not distribute or endorse contraceptive usage.^'' Contraception is usually 
discussed in terms of its failure rates and inability to completely protect individuals fom 
pregnancy and sexually transmitted diseases. 

Comprehensive and abstinence-plus programs endorse and instruct teens how to use 
contraception and, as this report will examine later, often contain explicit sexual content 
and encourage sexual activity other than sexual intercourse. Furthermore, as this report 
discusses below, “abstinence-plus” is a misleading label for comprehensive sex education 
programs that contain little, if any, abstinence-related material. 

B. Findings 

Data shows that abstinence programs are effective. 

• In the 1980s, a five year study was conducted in South Carolina to determine 
the effectiveness of an abstinence education program intended to decrease 
teen pregnancy. This highly successful, well-documented study, which has 
been published in peer-reviewed literature, found that the half of the counties 
using the abstinence education program remarkably reduced the teen 
pregnancy rate in comparison to the surrounding areas and the portion of the 
targeted area that did not use the abstinence education material 

• In an attempt to lower the high teen pregnancy rate in the area, a health 
department in Monroe County, NY implemented a successful abstinence 
education program in the 1990s. Pregnancy rates in Monroe County declined 
faster than the comparison areas, and there was a drop in self-reported sexual 
activity. The study concluded that well-designed and competently- 
implemented abstinence programs “can have a measurable community 
impact.”^* 

• There were also several other existing studies showing the effectiveness of 
abstinence education in decreasing sexual activity^^ that had been criticized by 


^Initial Announcement for Community-Based Education Program, Department of Health and Human 
Services Administration for Children and Families; at http;//www.acf.hhs.gov/grants/open/ HHS-2006- 
ACF-ACYF-AE-0099.html. 

” Vincent, et al. Journal of the American Medical Association, 1987; 257, 3382-3386. 

“ Doniger A., Adams E.. Utter C. and Riley J., “Impact Evaluation of the ‘Not me, Not Now’ Abstinence- 
Oriented, Adolescent Pregnancy Prevention Communications Program,” Monroe County, New York, 
Journal of Health Communications, Ian.-Mar. 2001; 6(l);45-60. 

^Elaine Borawsld, et al., Evaluation of the Teen Pregnancy Prevention Programs Funded through the 
Wellness Block Grant (1999-2000), Center for Health Promotion Research, Department of Epidemiology 
and Biostatistics, Case Western Reserve University School of Medicine, Mar. 23, 2001 . The program 
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some researchers due to differences of opinion in proper sample size, 
duration, and research design.^ Despite the criticisms of the individual 
studies, the existence of several studies all showing positive effects of 
abstinence programs viewed together offers evidence supporting the overall 
effectiveness of abstinence education. 

In addition, since the publication of the Waxman Report, there have been several more 
studies supporting the effectiveness of abstinence education. 

• An analysis of the Best Friends program, an abstinence education program 
that began in the District of Columbia in 1987 and is now used in over 100 
schools nationwide, found that the program participants were nearly seven 
times more likely than the control group to practice abstinence/abstain fiom 
sex/not have sex/avoid sexual activity." 

• A study to detennine the effectiveness of abstinence education programs in 
middle school teens analyzed seven middle schools throughout the Midwest 
that were using an abstinence education program. The study found that the 
program increased knowledge and abstinence beliefs and decreased intentions 
to have sex. Participating students who had sex during the evaluation period 
reported fewer sexual episodes and fewer partners than did controls. The 
study also formd that the program reduced condom use intentions, but the 
researchers noted that this could quite possible be due to participants’ 
intentions to remain abstinent until marriage. Overall, the study found that 
abstinence-imtil-marriage programs “can influence knowledge, beliefs, and 
intentions, and among sexually-experienced students, may reduce the 


effects on sexual activity were significant at the 93 percent confidence level. Stan E. Weed, Title V 
Abstinence Education Programs: Phase I Interim Evaluation Report to Arkansas Department of Health, 
Institute for Research and Evaltiation, Oct. 15, 2001. The effects of the program in reducing the onset of 
sexual activity were statistically significant at the 98 percent confidence level. Stan E. Weed, Predicting 
and Changing Teen Sexual Activity Rates: A Comparison of Three Title XX Programs, report submitted to 
the Office of Adolescent Pregnancy Programs, U.S. Department of Health and Human Services, Dec. 1992. 
The effects the programs on at-risk high school students were significant at the 99 percent confidence level. 
Stephen R. Jorgensen, Vicki Potts, and Brian Camp, “Project Taking Charge; Six-Month Follow-Up of a 
Pregnancy Prevention Program for Early Adolescents”, Family Relations, Oct 1993, pp. 401-406. The 
effects of the program in reducing the rate of onset of sexual activity were statistically significant at the 
94.9 percent confidence level. The effects of the program on specific areas of knowledge were significant 
at the 95 percent confidence level and above. 

Douglas Kirby, The National Cangtaign to Prevent Teen Pregnancy, Emerging Answers : Research 
Findings on Programs to Reduce Teen Pregnancy (Summary), 18 (May 2001) ; at 
www.teenpregnaacy.org/resouTces/data/pdf7emeranswsum.pdf; Douglas Kirby, The National Can^aign to 
Prevent Teen Pregnancy, Do Abstinence Programs Delay the Initiation of Sex Among Young People and 
Reduce Teen Pregnancy ? 6 (Oct 2002) ; at www.teenpregnancy.org/resources/ 
data/pdf7abstinence_eval.pdf. 

I.emer, Robert, “Can Abstinence Work? An Analysis of the Best Friends Program,” Adolescent and 
Family Health, 2005 Apr. Vol. 3, No. 4: 185-192. 
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prevalence of casual sex. Reduction in condom use intentions merits fiirther 
study.”^*' 

• An evaluation of abstinence education authorized by Congress is being carried 
out by Mathematica Policy Research Inc.^’ The first of several reports from 
this study were released in June 2005. This report evaluated the first-year 
impact of these programs and found that “the programs led youth to report 
views more supportive of abstinence and less supportive of teen sex than 
would have been the case had they not had access to the abstinence education 
programs. In addition, the programs increased perceptions of potential 
adverse consequences of teen and non-marital sex. There is also some 
evidence that the programs increased expectations to abstain from sex and 
reduced dating.”^ 

• There is hard evidence that there has been a national decline in teen sexual 
activity. In 2003, 46.7 percent of all high school students reported that they 
had sexual intercourse. This is a 13.7 percent decrease from 1991 (54.1 
percent).^^ Additionally, the teen birth rate has declined steadily from 1991 to 
2004, with an overall decline of 33 percent for those aged 15 to 19. This 
reverses the 23 percent rise in the teenage birthrate from 1986 to 1991.^'* 

C. Evaluation 

It is important to remember that abstinence programs are new, and Congress and flie 
Department of Health and Human Services are continuing to study their effectiveness 
wi& positive results. Regardless of the form of sex education (abstinence education or 
comprehensive sex education), the measurement for its success should be rates in sexual 
activity, non-marital pregnancy and STIs since these rates are scientifically measurable. 

Secretary Leavitt recently offered congressional testimony regarding the work of HHS to 
review abstinence education. He testified that HHS spends $4.5 million aimually on 
evaluation, and that the Office of the Assistant Secretary for Planning and Evaluation 
(ASPE) is developing a multi-year evaluation of the CBAE program and other teen 
pregnancy prevention programs and is planning to award a competitive contract for the 
evaluation in FY2006. This study will follow a sample of youth from age 12 to age 1 8 in 
participating programs.^^ 


” Elaine Borawsld, Effectiveness of Abstinence Intervention in Middle School Teens, AMERICAN 
JOURNAL OF HEALTH BEHAVIOR, 2005 Sept-Oct; 29(5): 423434. 

As part of the 1996 Social Security Act, Title V, §510 that authorized funding for abstinence education 
prograins, Congress authorized an evaluation these §510 programs. Pub. L. No. 105-33. 

“ First Year Impact of Four Title V, §510 Abstinence Education Programs, (Executive Summary), 
Mathematica Policy Research, Inc., June 2005. 

“ National Youth Risk Behavior Survey: 1991-2005, Department of Health and Human Services, Centers 
for Disease Control and Prevention. 

MMWR Weekly. Feb. 4, 2005; at http:/ywww.cdc.eov/mmwr/preview/mmwrhtml/min5404a6.htm . 
Appropriations Subcommittee on Labor, Health and Human Services, Education, and Related Agencies 
Hearing, Questions for the Record, Mar. 8, 2006. 


12 



49 


Several evaluation efforts are also underway; 

• An independent, rigorous, longitudinal evaluation of abstinence education 
programs funded through the State Abstinence Education grant program. Last 
year, HHS released a report from this evaluation, conducted by Mathematica 
Policy Research, on the first-year impacts of four federally-funded abstinence 
programs. The results showed that ^stinence programs led youth to report views 
more supportive of abstinence and less supportive of teen sex. The programs also 
increased teens’ understanding of the potential harmful consequences of non- 
marital sex. A final report which examines the impact of these programs on 
behavioral outcomes is expected at the end of the contract.^® 

• HHS is developing evaluation designs for a rigorous study of Community-Based 
Abstinence Education programs and other teenage pregnancy prevention 
approaches. 

• Rigorous research takes time and money. These two efforts are long term studies 
of a relatively new programmatic approach. The goal of these studies is to 
determine the effectiveness of abstinence education. Once these studies are 
completed there will be more scientific evidence upon which abstinence education 
can be evaluated. 

Most programs, given time, include information about reproductive anatomy, fetal 
development, major STD’s, including HIV/AIDS, and condoms. It is also important to 
note that abstinence programs receiving federal funds are prohibited from using the 
money for religious purposes. Federal oversight includes the protection of the First 
Amendment, and the grant process should include strict protections from the use of 
federal money for the promotion of faith. 

D. PoUs 

Abstinence programs have broad support. They are available to communities with no 
requirement that they accept federal funds, and no prohibition on offering contraceptive 
education. National polls consistently show that parents and students believe that 
abstinence is a valuable decision, and that students should receive a strong abstinence 
message fiom sexual health education programs. 

Illustrating the point, every year the National Campaign to Prevent Teen Pregnancy 
conducts a nationally-representative siu^ey on a variety of issues related to teen 
pregnancy. The following statistics are results from the 2004 survey.” 



” “With One Voice 2004: America’s Adults and Teens Sound Off About Teen Pregnancy,” National 
Can^iaign to Prevent Teen Pregnancy, Dec. 2004; at htlp://www.teenpregnancy.org^esources/data 
/pdfWOV2004.pdf. 
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• 94% of teens and 91 % of adults believe that teens should be given a strong 
abstinence message not to have sex until they are at least out of high school; 

• Nearly seven in ten teens do not think it is okay for high school teens to have 
sexual intercourse; 

• Two-thirds of all sexually experienced teens wish they had waited longer to 
have sex; 

• 56% of the teens surveyed said that the appropriate number of sexual partners 
for teens to have is “none;” 

• 85% of the teens surveyed said that sex should only occur in a long-term 
committed relationship; 

• Support for a strong abstinence message has remained “rock solid (90% or 
better) in every National Campaign survey conducted since 1997; 

• 64% of teens say morals and values are equally as important as health 
information and services in influencing teen sexual behavior and preventing 
teen pregnancy, while nearly one quarter of teens (23%) say that morals and 
values are more influential than health information and services. By contrast, 
nine percent of teens believe that health information and services are more 
influential. 

A survey conducted by the Kaiser Family Foundation and Seventeen magazine produced 
similar results.^® 

• Nearly half of teens surveyed (49%) wish they waited until they were older to 
have sex; 

• 28% of teens surveyed regret the decision to have sex altogether; 

• 92% of teens surveyed think that being a virgin in high school is a good thing. 

A new Harris Poll gathered enh^tening information about the perception of abstinence 
education, showing that "adults under the age of 30 are more likely to believe that 
abstinence programs are effective, and it is of course these adults who are the main 
targets for the programs."^® 

• 56% of people ages 1 8 to 24 and 60% of those 25 to 29 think abstinence 
programs effectively reduce or prevent the occurrence of HIV/AIDS; 


SexSmarts Survey: Virginity and the First Time, Kaiser Family Foundation, Oct. 2003; at 
http://www.kff.org/en1partnerships/upload/Viiginity-and-tlie-First-Tiine-Summaiy-of-Findings.pdf. 

’’ JennifeT Harper, Youths Support Abstinence as Sex Education, WASHINGTON TIMES (Jan. 22, 2006). 
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• 49% of people ages 1 8 to 24 and 52% of those ages 25 to 29 say the programs 
reduce or prevent unwanted pregnancies. 

Adults and parents of teens also believe that students should be given a strong abstinence 
message: 

• 79% of parents surveyed think teens should be taught to delay sexual activity 
until marriage or in an adult relationship leading to marriage;'*® 

• 9 1 % of parents surveyed want students to be taught that adolescents should 
abstain from sexual activity through the high-school years;*** 

• 62% of the persons stjrveyed agree that abstinence from sexual activity 
outside of marriage is the expected standard for all school age children;**^ 

• 57% of the persons surveyed agree that sexual activity outside of marriage is 
likely to have harmful psychological and physical effects.'*’ 

Parental and student support for abstinence education is very strong. Comprehensive sex 
education programs that devote 4.7 percent of their curricula to abstinence-related 
material are not meeting their own claims nor the desires of parents or students, who are 
footing the bill with their education tax dollars. 

rV. THE WAXMAN REPORT 


A. Background 

The Democrat Office of the House of Representatives’ Committee on Government 
Reform released a report in December 2004 entitled “The Content of Federally Funded 
Abstinence Education Programs.” The stated purpose of the report, hereafter referred to 
as the Waxman Report, was to “examine the scientific and medical accuracy of the most 
popular abstinence curricula used by programs receiving funds from the largest federal 
abstinence initiative.”^^ The report reviewed the most popular abstinence curricula and 
claimed that most of the curricula contain false, misleading or distorted information about 


Sttrvey on Parental Opinions of Character- or Relationship-Based Abstinence Education vs. 
Comprehensive Sex Education, &gby International, Jan. 2004. 

"Id. 

See Sex Education in America: General Public/Parents Survey, National Public Radio/Kaiser Family 
Foundation/Kennedy School of Qovenraient (Jan. 2004); at http://www.npr.org^rograms/mommg/features 
/2004/jan/kaiseipolFpiincipalslmal.pdf. 

"Id. 

” Undated Press Release from the Minority Office of the Committee on Government Refomr, U.S. House 
of Representatives; at http://www.demDcrats.refotrrthouse.gov/Documents/20041201095458-38938.pdf. 


15 




52 


reproductive health.'*^ This Democrat OfEce review of the abstinence curricula contains 
numerous inaccuracies and is severely flawed, as discussed below. Nonetheless, the 
partisan report received widespread and favorable media coverage. 

Since its publication, the flawed report has been used to discredit abstinence education. 
For instance, the American Civil Liberties Union (ACLU) used the Waxman Report as its 
basis for launching Not In My State, a nationwide action program aimed at combating 
what it characterized as “dangerous” abstinence-until-maiiiage curricula.'’® Not In My 
State encourages ACLU members to write their local school superintendents and request 
that “unsafe” abstinence curriculum be kept out of the classroom. Four out of the nine 
citations contained in the sample letter posted on ACLU’s website refer to the Waxman 
Report.'” A letter from the Illinois Division of the ACLU to a school superintendent 
criticizing abstinence education and asking for documentation of the present sex 
education curricula used the Waxman Repmrt for over half of its citations.'** The Journal 
of Adolescent Health published a pqrer entitled Abstinence-only education and 
programs: A position paper of the Society for Adolescent Medicine which simply adopts 
the so-called findings of the Waxman Report as scientific, thereby giving the Waxman 
Report more standing than it has on its own.'” The report has also been used by various 
sexual health organizations to sharply criticize abstinence education.** The unverified 
Waxman Report is being referenced as a legitimate Congressional study, and the 
purported findings are being used to affect public perception, local school systems and 
their students. 

While the Waxman Report is flawed, being neither a representative nor conclusive study 
of abstinence education curricula, it does raise some important questions about abstinence 
education and comprehensive sex education: 


^’See The Content of Federally Funded Abstinence Education Programs, COMMITTEE ON GOVERNMENT 
Reform— Minority staff special investigation division Report, Dec. 2004; at http://www. 

democrats.reform.house.gov/Docuinents/20041201 102153-50247.pdf., at 5. 

“ ACLU Press Release, “ACLU Announces Nationwide Action”, Sep. 21, 2005; at 
http://www.aclu.org/reproductiverights/gen/201 17 ors200S0921.html . 

“Not In My State; Sanqile Letter”, ACLU website; at http://www.takeissuet3kecharge.otg/resource 
/?release=16 (last visited Mar. 14, 2006). 

“ Letter ftom Lone A. Chaiten, Director of Reproductive Rights Project, ACLU-IHinois. to Illinois School 
Superintendent (Sep. 2 1 , 2005) (on file with Subcommittee on Criminal Justice, Dmg Policy and Human 
Resources). 

Journal of Adolescent Health, Abstinence-only Education and Programs: A Position Paper of the 
Society for Adolescent Medicine, 2006; 38; 85. See also. Journal of Adolescent Health, ,4fej/incnce and 
abstinence-only education: A review of US policies and programs, 2006; 38:72-81. For a refutation of the 
errors contained in these articles, see The Attack on Abstinence Education: Fact or Fallacy?, The Medical 
Institute, May 5, 2006. 

““Planned Parenthood Applauds New Report Confirming That Abstinence Sex Education Contains False 
and Misleading Information”, ht^://www.plannedparentbood.cora/pp2/portal/files/portal/ media 
/pressieleases/pr-041202-waxnian.xinl; See It Gets Worse: A Revamped Federal Abstinence Program Goes 
Extreme, SEXUALITY INFORMATION AND EDUCATION COUNCIL OF THE UNITED STATES 
SPECIAL REPORT, SIECUS Public Policy Office 
http://www.siecus.org/policv/Revamtied Abstinence Goes Exlreme.p df. 
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• Are abstinence education programs accurate and effective, or are they as 
misleading, error-filled and ineffective as the Waxman Report suggests? 

• How should the effectiveness and accuracy of abstinence education and 
comprehensive sex education be determined, and what exactly determines 
“mescal accuracy?” 

• How are recipients of Federal Abstinence and Sex Education Grants selected, 
and how are their curricula selected and approved? 

Examining the scientific and medical accuracy of abstinence curricula, as weU as sex 
education and any health information taught to youth, is vitally important. Nonetheless, 
it is important to note that the Waxman Rejjort is not a thorough examination of the issue 
and does not constitute any scientific or official Congressional findings. This report was 
funded and conducted solely by a partisan committee staff and was never submitted to the 
full Conunittee on Government Reform for review. Furthermore, there were no 
Congressional hearings held to discuss this issue and the Waxman Report’s findings. 

B. The Waxman Report is Widely Criticized 

The Waxman Report was severely criticized by some Members of Congress. For 
example. Congressman Joseph Pitts (R-PA 16), said the Waxman Report “was prepared 
at taxpayer expense by partisan committee staff and was not reviewed in any hearings or 
publicly discussed with experts in abstinence education. Instead, Representative 
Waxman took advantage of a slow news cycle to pass off his ideological attack as a 
legitimate congressional study 

While it is important that content of the curricula used in both abstinence and 
comprehensive sexuality education be reviewed for accuracy, it is equally important that 
such evaluations are themselves accurate. The Waxman Report claimed to be “a 
comprehensive evaluation of the content of curricula used in federally funded abstinence 
education programs” and “an overall assessment of the accuracy of the curricula.”*^ The 
actual product is a gross misrepresentation of abstinence education and curricula. 

Alma Golden, MD, then serving as the Deputy Assistant Secretary for Population Affairs, 
Office of Public Health and Science for the U.S. Department of Health and Human 
Services, publicly stated that the Waxman Report “misses the boat. These issues have 
been raised before and discredited. Unfortunately, what they continue to do for piuely 
political reasons is to take issues and information out of context to try and discredit 


Representative Joseph Pitts (R-PA), from a letter submitted to the Editor of the WASHINGTON POST 
on Dec. 3, 2004. (on file with Subcommittee on Criminal Justice, Drug Policy and Human Resources). 

” See The Content of Federally Funded Abstinence Education Programs, Committee on Government 
Reform— MINORITY staff special investigation division Report, Dec. 2004; at http://www. 
democrats.refoim.house.gov/Documents/20041201 102153-50247.pdf., at 5. 
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abstinence education, which is a disservice to our children.”^^ A comparison of the 
Waxman Report and the actual abstinence cmricula reviewed therein reveals that the 
Waxman Report relies heavily on information taken out of context. 

C. The Waxman Report is Misleading 

The report claims that “over 80% of the abstinence curricula, used by over two-thirds of 
SPRANS (Special Projects of Regional and National Significance) grantees in 2003, 
contain false, misleading, or distorted information about reproductive health.”^^ This 
sweeping statement is extremely misleading. 

Out of the thirteen curricula most commonly used by SPRANS recipients and reviewed 
by Representative Waxman’s staff, eleven were alleged to contain at least one instance of 
false, misleading or distorted infomiation. This finding does not mean that 80 percent of 
the entire information contained in these curricula is false, misleading or distorted. In 
fact, although the Waxman Report claims that abstinence curricula are riddled with 
“numerous” and “serious and pervasive” errors, “major errors and distortions,” and 
“multiple scientific and medical inaccuracies,”^^ the actual number of alleged errors 
foimd by Representative Waxman’s staff is very small. 

Despite its assertions, the Waxman Report is actually evidence of the high quality of 
abstinence curricula. Representative Waxman’s staff listed only some forty-nine 
occurrences of allegedly questionable information in the thirteen curricula they reviewed. 
These curricula contained 4,961 pages of reviewable material. In nearly 5,000 pages of 
material, 49 questionable words or sentences represent less than one percent of all pages 
in the reviewed curricula. 


Abstinence Curricula 



■ 49 

Questionable 
Words or 
Sentences 

■ 4.961 Pages of 
Content 


By way of comparison, a 2001 study of the twelve most popular middle school science 
textbooks, used by approximately 85 percent of students nationwide, found 500 pages of 


” Alma Golden, MD, Deputy Assistant Secretary for Population Affairs, Department of Health and Human 
Services, Office of Public Health and Science; Official Response to Critical Abstinence Education Report; 
at httD://www.medicalne wstodav.com/medicalnew5.php7ne W3id=17268 . 

See The Content of Federally Funded Abstinence Education Programs, COMMITTEE ON GOVERNMENT 
Reform — Minority staff special investigation division Report, Dec. 2004; at http://www. 
democrats.reform.house.gOv/Documents/20041201102I53-50247 .pdf, at Executive Summary. 

“Id. at ii, 7, 22. 
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scientific errors.^* A review of the math textbooks submitted for rise in California foimd 
numerous mistakes and as many as one error for every four pages, which is 25 percent of 
the curriculum/’ 


California Math Textbooks 



This one percent of questionable material found by the Waxman Report becomes even 
smaller when the purported inaccuracies are adjusted for misunderstandings of the 
curricula, good faith typographical errors, trivialities and outright distortion and bias. 

D. Misrepresentation and Distortion of Abstinence Curricula 

In a section entitled Abstinence Curricula Contain False and Misleading Information 
about the Effectiveness of Contraceptives, the Waxman Report criticizes theA.C. Green’s 
Game Plan Coach ‘s Clipboard, a publication of the abstinence education group Project 
Reality, for allegedly distorting public health data on the effectiveness of condoms in 
preventing sexually transmitted diseases (STDs). The Waxman Report considers the 
statement, “The popular claim that condoms help prevent the spread of STDs is not 
supported by the data” to be wrong.^* However, the curriculum’s statement is supported 
by fte 2001 National Institute of Health Report which states that “epidemiological 
evidence is insufficient to determine the effectiveness of condoms” for preventing most 
STDs.^* 

In a section entitled Abstinence Curricula Contain False and Misleading Information 
about the Risks of Sexual Activity, the Waxman Report claims that another curricultan of 
Project Reality entitled Navigator Guidebook, “explicitly states: Tt is critical that 
students understand that if they choose to be sexually active, they are at risk’ for cervical 


“ Hubisz, John L. Ph.D. (200 1 ), Review of Middle School Physical Science Texts, Final Report, David and 
Lucile Packard Foundation, Grant 1998-4248; at http;//www.ncsu.edu/ncsu/pams/science_liouse/ 
middleschool/reviews/hubisz.rtf. 

” Andrew Goldstein, Amending the Texts: New technology promises to make them more accurate, up-to- 
date, interactive— and lightweight, TIME MAGAZINE (Feb. 12, 2001). 

’’See The Content of Federally Funded Abstinence Education Programs, COMMITTEE ON Government 
Reform — Minority staff special investigation division Report, Dec. 2004; at htip://www. 
deniocrats.refomi.house.gOv/Docuinents/20041201I02153-50247.pdf, at 10. 

”See Workshop Summary: Scientific Evidence on Condom Effectiveness for Sexually Transmitted Disease 
Prevention, National Institute of Allergy and Infectiotis Diseases, National Institutes of Health, Department 
of Healfli and Human Services Report, July 20, 200, at 3; at http;//www.niaid.nih.gov/dmid/stds/ 
condomteport.pdf. 
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cancer.”*® This is a blatant distortion of the Navigator curriculum, which clearly states 
that sexually active students need to understand that they are at risk for human 
papillomavirus (HPV). The curriculum does state the fact that cervical cancer can be a 
result of HPV, but it also states that “most cases of HPV do not result in cervical 
cancer.”*’ This sentence directly contradicts the Waxman Report statement that this 
curriculum does not mention “that HPV, though associated with most cases of cervical 
cancer, rarely leads to the disease”*^ The Waxman Report’s assertion that the Navigator 
curriculum “explicitly” states sexual activity leads to cervical cancer is entirely wrong. 

The Friends First/Stars curriculum and the Choosing the Best Way curriculum are both 
considered to be “misleading” by the Waxman Report for stating that there is no evidence 
for condom prevention against the transmission of HPV.*® However, both these curricula 
cite the leading condom study by the National Institute of Health, which found that there 
is no evidence that condom use reduces the risk of HPV iirfection, although study results 
did suggest that condom use might reduce some risk of HPV-associated diseases, 
including warts in men and cervical neoplasia in women.*^ 

In addition to taking information out of context, the Waxman Report also includes some 
inconsistencies that should deter readers from considering the report as an objective or 
scientific document. For example, the report criticizes abstinence curricula for 
supposedly drawing a strong correlation between HPV and cervical cancer: “Neither of 
these curricula mentions that human papilloma virus, though associated with most cases 
of cervical cancer, rarely leads to the disease.”** Only a few sentences later the Waxman 
Report criticizes two other curricula for failing to draw a strong correlation between HPV 
and cervical cancer; “Other curricula advise that condoms have not been proven effective 
in blocking the transmission of HPV and that ‘no evidence’ demonstrates condoms’ 
effectiveness against HPV transmission. According to the CDC, however, evidence 
indicates that condoms do reduce the risk of cervical cancer.”** 

That the Waxman Report is unusually critical about assertions that condom use cannot 
prevent the transmission of HPV is not surprising. In 2004, Mr. Waxman stated at a 
hearing entitled “Cervical Cancer and Human Papillomavirus” that “I am concerned that 
this hearing will instead piusue a different question entirely - how the science of HPV 


See The Content of Federally Funded Abstinence Education Programs, COMMITTEE ON GOVERNMENT 
Reform — ^Minority staff special investigation division Report, Dec. 2004; at http://www. 
democratsjefoim.house.gOv/Dociinients/20041201102l53-50247.pdf; at 19. 

Libby Gray and Scott Phelps, Navigator Guidebook, Project Reality, Illinois 2003. 

“ The Content of Federally Funded Abstinence Education Program, supra note 1 at 19. 

® Id at 12. 

^Workshop Summary: Scientific Evidence on Condom Effectiveness for Sexually Transmitted Disease 
Prevention, supra note 60 at 29. “For HPV, the panel concluded that there was no epidemiological evidence 
that condom use reduced the risk of HPV infection, but study results did suggest that condom use might 
afford some protection in reducing the risk of HPV-associated diseases, including warts in men and 
cervical neoplasia in women.” 

See The Content of Federally Funded A bstinence Education Programs, COMMITTEE ON GOVERNMENT 
Reform — ^Minority staff special investigation division Report, Dec. 2004; at http://www. 
democrats.reform.house.gOv/Docuinents/2004120n02153-50247.pdf, at 19. 

“Id. 
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can be used to advance the ideological agenda of abstinence-only education.”*’ He 
accused critics of the policy of relying on condoms as the primary method of prevention 
of HPV infection of using “the example of HPV to try to undermine public confidence in 
any other approach besides abstinence”*® while conceding that “it is true that condoms 
have not been proven to reduce the risk of HPV infection.”** Notwithstanding the 
importance of communicating the weight of scientific evidence to consumers, Mr. 
Waxman asserted that “anything that undermines the effectiveness of condoms for these 
uses will have serious public health consequences.”™ 

Another curriculum severely distorted by the Waxman Report is the middle school 
FACTS curriculum. The Waxman Report claims that the FACTS curriculum “scrambles 
the CDC data in a way that suggests greatly exaggerated HTV rates among teenagers. For 
example, where the CDC chart showed that 41 percent of female teens with HIV 
reportedly acquired it through heterosexual contact, the curriculum’s chart suggests that 
41 percent of heterosexual female teens have HIV. It similarly implies that 50 percent of 
homosexual male teens have HTV.”’' Contrary to the Waxman Report’s claims, the text 
of the curriculum immediately preceding the chart clearly states th^ “the table below 
displays the incidence of transmission for HIV infection in the U.S. as reported from 
confidential reports from states to the CDC.”” The curriculum is clearly presenting 
information on HIV transmission, not the overall infection rates as the Waxman Report 
claims. 

In yet another instance of blatant or careless distortion, the Waxman Report claims that a 
curriculum by The Medical Institute for Sexual Health teaches that touching another 
person’s genitals can result in pregnancy.™ The material referred to by the Waxman 
Report, which is not a curriculum although erroneously designated as such, actually states 
that “mutual masturbation is activity which can spread STDs and can result in 
pregnancy.”™ The curriculum is clearly talking about a specific sexual act and not the 
mere touching of another person’s genitals.™ This information is scientifically accurate 


“Cervical Cancer and Human Papillomavirus," hearing before the House Subcommittee on C riminal 
Justice, Drug PoUcy and Human Resources, Committee on Government Reform, 1 OS* Cong. (March 1 1, 
2004) (stotement of Henry Waxman, Ranking Minority Member, House Government Reform Committee); 
at httn://refomLhou.se.govA}nloadedFiles/9622Sr 1 l.pdf 
“Id. 

“Id. 

™Id. 

See The Content of Federally Funded Abstinence Education Programs, COMMITTEE ON Government 
Reform— Minority staff special investigation division Rh>ort, Dec. 2004; at http;//www. 
deinocrats.tefonn.house,gov/Documents/20041201 102I53-50247.pdf, at 20. 

” FACTS Middle School Curriculum, 112-113, Northwest Family Services, 2001. 

” Id at 12. 

Sexual Health Update, The Medical Institute, Spring 2005; at htlp://www.medinstitute.org/includes 
/downloads/ishspring200S.pdf. 

” Response to The Waxman Report in Sexual Health Update. Spring 2005, The Medical Institute; at 
httD://www.medmstitute.orp/includes/downloads/ishstirine2005.pdf . at 12. 
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and presented by organizations that support comprehensive sex education, including 
Planned ParenthoodJ^ 

The Waxmaa Report faults two other curricula. Choosing the Best Way Leader Guide and 
Why kNOw, for understating condom effectiveness by “neglecting to explain that failure 
rates represent the chance of pregnancy over the course of a year.”^’ The curricula do not 
distinguish between annual failure rates and per-act failure rates, but that is because 
published failure rates are assumed to be aruiual rates. Furthermore, the Choosing the 
Best Way Leader Guide is intended for sixth grade students, and the next curriculum in 
the Choosing the Best program intended for seventh graders contains an entire page 
discussing and defining failure rates.^* The Waxman Report either overlooked this page 
or chose to ignore it. 

E. Abortion 

The Waxman Report also alleges that “a high number of the programs receiving 
SPRANS funding are formally opposed to abortion.”” However, there are only two 
programs cited in the report, out of more than 100 programs that actually receive 
SPRANS funding.*® Few would agree with the Waxman Report statement that two 
programs constitute a “high number.”*’ Furthermore, this matter has nothing to do with 
the content of federally-funded abstinence education programs, and the organizations 
cited did not produce any of the reviewed curricula. 

Why is the Waxman Report evaluating whole organizations, when its purpose is to 
evaluate curricula? Here, the Waxman Report is not merely taking mformation out of 
context; it is taking information out of an unrelated source and using it to criticize the 
reviewed curricula. The Waxman Report does not contain any examples fi-om the 
reviewed curricula of formal opposition to abortion. 

F. “Moral Judgments” 


™ “Ask the Experts,” Teenwire of Planned Parenthood; at http;//www.teenwire.conyask/2005/as- 
20051212pll75-spenn.php. Dec. 12 2005 and http;//www.teenwire.com/'ask/2005/as-20050S05pl022- 
pregnantphp, May 5, 2005. 

” See The Content of Federally Funded Abstinence Education Programs, COMMITTEE ON GOVERNMENT 
Reform— Minority staff special investigation division Report, Dec. 2004; at http://www. 
democrats.refonn.house.gOv/Docuinents/20041201102153-50247.pdf, at 12. 

™ Cook, Bruce, Choosing the Best Path (Student Manual), Choosing the Best Publishing, LLC, 2001 at 19. 
™ See The Content of Federally Funded Abstinence Education Programs, COMMITTEE ON GOVERNMENT 
Reform — ^Minority staff special investigation division Report, Dec. 2004; at http://www. 
democrats.refonahouse.gOv/Docuinents/20041201102153-50247.pdfl at 13. 

*® HHS, Health Resources and Services Administration (HRSA), Maternal and Child Health Bureau, HRSA 
SPRANS Community Based Abstinence Education Program Grantee Address list FY 2003 (online at 
■www.mchb.hrsa.gov/programs/Adolescents/03granteedir.htm); HHS Office of Budget, 2005 President’s 
Budget All-Purpose Table-, Administration for Children and Families, supra note, 5. On June 9, 2004, the 
SPRANS program was transferred from HRSA to the Administration for Children and Families (see 
www.mchb.hrsa.gov/programs/adolescents/abstinence.htm). 

'■id. 
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In a section entitled Abstinence Curricula Blur Religion and Science, the Waxman Report 
claims that “abstinence curricula teach moral judgments alongside scientific facts.”*^ 
Besides the fact that what the report pejoratively deems as “moral judgments” are simply 
the federally-defined standards for abstinence education, as mentioned above, the 
footnote for this assertion does not even cite any of the curricula: “Many SPRANS 
recipients are religious organizations; for example, $800,000 was awarded to the Catholic 
Diocese of Orlando on September 15, 2004. HHS, HHS Awards $800,000 to Diocese for 
Abstinence Education; “Think Smart" Program to Help Youth Make Positive Choices in 
Life.'*^ The fact that some religious organizations are using the reviewed abstinence 
curricula does nothing to prove that the curricula blur religion and science. 

The Waxman Report continues to criticize abstinence curricula without finding evidence 
for the criticisms within the curricula. The Waxman Report states, “In some of the 
curricula, the moral judgments made are explicitly religious.”*'* To support its claim, 
however, the Waxman Report fails to give an example fi'om any of the curricula. Rather, 
the Report’s assertion stems fi-om a newsletter that purportedly accompanied one popular 
curriculum. However, the Report fails to establish whether the newsletter was an 
essential part of the curriculum - fimded by SPRANS - or was an entirely separate part 
of the organization’s wide-ranging programs. 

G. Abstinence Education Works 

While the Waxman Report’s review of the leading abstinence ciuricula contains 
numerous inaccuracies, the report is also inaccurate in its discussion regarding the 
effectiveness of abstinence education and comprehensive sex education. The Waxman 
Report states that, “There have been several studies of the effectiveness of abstinence 
education. These studies have found that abstinence education does not appear to 
decrease teen pregnancy or the risk of sexually transmitted diseases.”** For evidence, the 
Waxman Report cites portions of two studies by Dr. Douglas Kirby (2001 , 2002) which 
state that the abstinence studies completed to that date did not show an overall impact on 
contraceptive use, sexual behavior or teen pregnancy.** The Waxman Report fails to 
mention that both these studies go on to state the following; 

“The primary conclusion that can be drawn from these three*’ studies is that the 

evidence is not conclusive about abstinence programs [. . .] given the paucity of 


See The Content of Federally Funded Abstinerute Education Programs, COMMITTEE ON GOVERNMENT 
Reform — Minority staff special investigation division Report, Dec. 2004; at http;//www. 
democrats.refonn.house.gov/Docunients/2004 120n02153-50247.pdf, at 15. 

*’ld. 

*‘ld. 

“Id at 3. 

“ See The Content of Federally Funded Abstinence Education Programs, Committee ON GOVERNMENT 
Reform— MINORITY staff special dwestigation division Report, Dec. 2004; at http://www. 
democrats.refonn.house.gov/Docunients/20041201 102153-50247.pdf. See also supra note 28. 

Supra note 28, Emerging Answers: Research Findings on Programs to Reduce Teen Prepumcy 
(Summary). “Very little rigorous evaluation of abstinence-only programs has been con^ileted; in feet, only 
three studies met the criteria for this review.” 
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the research and the great diversity of abstinence programs that is not reflected in 
these three studies, one should be very careful about drawing conclusions about 
abstinence programs in general. Fortunately, results from a well-designed, 
federally-sponsored evaluation of Title V- funded abstinence programs should be 
available within the next two years.”*® 

“This does not mean that abstinence programs are not effective, nor does it mean 
that they are effective. It simply means that given the great diversity of abstinence 
programs combined with very few rigorous studies of their impact, there is simply 
too little evidence to know whether abstinence programs delay the initiation of 
sex. That is, “the jury is still out.” Increasingly it seems likely to this author that 
sooner or later studies will produce strong evidence that some abstinence 
programs are effective at delaying sex and that others are not.”*® 

Furthermore, although the latter study did not classify the findings as “strong evidence” it 
did state that an abstinence education program “produced some evidence that the program 
delayed the initiation of sex and reduced teen pregnancy rates.”**® Nonetheless, the 
Waxman Report jumps to the very conclusion that its own cited studies say cannot be 
supported or substantiated. 

Since the publication of the Waxman Report, the 2001 Kirby study that the Waxman 
Report cites has received some criticism. One review noted that: 

“Kirby commits what statisticians refer to as “Type U error.” Type II error occurs 
when the research hypotheses is falsely, often prematurely, rejected because of a 
lack of statistical significance (e.g., Agresti & Findlay, 1986; Cohen, 1988). In 
nonstatistical terms, this is the assertion of the false negative. Such false and 
premature rejection of the hypothesis is often due to factors that can be corrected 
in subsequent research. One such correctable factor is sample size. Kirby 
observes that proper studies require samples of at least 500 subjects to attain 
statistically significant results (Kirby, 2001). Many abstinence studies contain far 
fewer than 500 subjects. Findings of nonsignificance cannot be considered proper 
tests of either the particular abstinence education program under investigation or 
the underlying abstinence paradigm.”®* 

The Waxman Report failed to mention then-existing studies that find that abstinence 
education programs do decrease teen pregnancy and the risk of sexually transmitted 
diseases as noted above in Section HI, B. 


'*ld. 

*’ Douglas Kirby, The National Can^jaign to Prevent Teen Pregnancy, Do Abstinence Programs Delay the 
Initiation of Sex among Young People and Reduce Teen Pregnancy? 6 (Oct. 2002); at www.teeiq)regnancy. 
org/resources/data/pd£'abstinence_eval.pdf). 

’“Mats. 

” Lemer, Robert, “Can Abstinence Work? An Analysis of die Best Friends Program,” Adolescent and 
Family Health, Apr. 2005, Vol. 3, No. 4: 185-192. 
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The Waxman Report fails to folly evaluate abstinence education programs and ignores 
evidence showing the effectiveness of abstinence programs.’^ The Waxman Report also 
fails to examine the comprehensive sex education programs that it presents as the 
alternative to abstinence programs and the solution to the sexual health epidemic. Equal 
standards should apply to abstinence education and comprehensive sex education if there 
is to be an honest comparison in effectiveness. 

H. Comprehensive Sex Education Programs are Ineffective 

The Waxman Report claims that comprehensive sex education has been shown to be 
effective in delaying sex, reducing the frequency of sex and increasing the use of 
condoms and other contraceptives.®^ However, these factors seem to have little impact 
on the desired outcomes of teen pregnancy, STDs and HIV. 

Despite studies claiming that comprehensive sex education programs are effective, very 
few, if any school-based sex education programs measure their program’s effect on 
sexually transmitted diseases, HIV and non-marital pregnancy, which are all outcomes 
they claim to reduce.®'* The few programs that have measured these outcomes have not 
demonstrated reduced rates of these desired outcomes.®® 

Furthermore, while comprehensive sex education programs continue to promote condoms 
and other forms of contraceptives, 50% of cohabiting teens using contraception get 
pregnant within a year,®^ 23.2% of uiunarried women under the age of 20 using condoms 
get pregnant within a year®’ and 20% of teens aged 12-18 using the pill get pregnant 
witW six months.®* 

In fact, the only comprehensive sex education program that has been clearly shown to 
reduce teen pregnancy is a highly-touted pregnancy prevention mentoring program in 
New York that provides Depo-Provera to young women. Depo-Provera, an injectable 
contraceptive that prevents ovaries from releasing eggs, prevents the girls from becoming 


A recent report ftom a longitudinal study on four Title V abstinence programs found that abstinence 
education is effective in changing young people’s attitudes with regard to sexual behavior. See Rebecca 
Maynard, et at, “First-Year Impacts of Four Title V, Section 510 Abstinence Education Programs’’, 
Mathematica Policy Research, Inc., June 2005. 

” See Hie Content of Federally Funded Abstinence Education Programs, COMMITTEE ON GOVERNMENT 
Reform — ^Minority staff sfecial investigation division Report, Dec. 2004; at http://www. 
deinoctats.tefonn.house.gov/Docuinents/20041201 102153-50247.pdf, at 4. 

” Daniels, Dr. Scott E., In Defense of Abstinence, Die Medical Institute, 2005, at 1. 

Response to Rep. Waxman’s Report, “The Content of Federally-Funded Abstinence Education Progtaias, 
Sexual Health Update, Spring 2005, The Medical Institute; at httpV/www.medinstitnte .org/ 
includes/dowiiloads/ishspting2005.pdf?PHPSESSID=35ce97988ad6d218 2414f5cc5366de7. 

’^Dinerman L., Wilson M., Duggan A. and Joffe A., “Outcomes of adolescents using levonorgestrel 
implants vs. oral contraceptives or other contraceptive methods,” Arch Pediatrics Adolescent Medicine, 
1995; 149: 967-972. 

”HaishanFu, et al. “Contraceptive Failure Rates: New Estimates from the 1995 National Survey of Family 
Growth,” Family Planning Perspectives, 1999; 3I{2): 56-63. 

** CDC, 1995 Survey of Family Growth, Table 45: Oral Contraceptive Use and Consistency of Oral 
Contraceptive Use. 


25 



62 


pregnant, but does not protect them fiwm STDs. In addition to the high cost of adding 
Depo-Provera to comprehensive sex education programs, there are also harmful side 
effects from the contraceptive drug, including bone loss and the loss of bone mineral 
density.®® 

I. Comprehensive Sex Education Programs are Not Age-Appropriate 

While it is important to evaluate comprehensive sex education programs for their 
effectiveness or lack thereof, it is also important to evaluate their content. 

Comprehensive sex education, especially when it is described as “abstinence-plus” 
education, is misleading because most the curricula are hardly “comprehensive.” An 
analysis of nine so-called comprehensive/abstinence-plus curricula promoted by the 
National Campaign to Prevent Teen Pregnancy, Division of Adolescent and School 
Health (DASH) of the CDC, Advocates for Youth, and the Sexuality Information and 
Education Council of the United States (SIECUS), found the curricula contained very 
little information about abstinence. Despite claims that comprehensive/abstinence-plus 
education programs contain a strong abstinence message,'®® the average page content of 
the curricula devoted to abstinence-related material is only 4.7 percent.'®' 

Dr. Douglas Kirby, who sits on the board of The National Campaign to Prevent Teen 
Pregnancy, describes abstinence-plus education as giving “real weight to abstinence, you 
give it serious attention, you say that abstinence is the only method that is 100 percent 
effective against pregnancy and sexually transmitted diseases. But then you also talk 
about condoms and contraception in a balanced accurate manner.”'®^ When only 4.7 
percent of the curricula mention abstinence, abstinence is not being given “real weight” 
or “serious attention.” When 28.6 percent of the content of the reviewed curricula is 
devoted to promoting and encouraging contraception use,'®® the curricula is anything but 
balanced. The average curriculum allocates nearly seven times more content to 


”Depo-Provera’s website (http://www.depoprovera.com) contains warnings of the side effects and contains 
a link to a press release by Pfizer, the drug’s maker, warning of these side effects, http://www.pfizer.com 
/pfizcr/are/ news_ieleases/2004pr/inn_ 2004 1 1 IS.jsp. 

Advocates for Youth defines comprehensive sex Plication: “Comprehensive Sexuality Education 
teaches about abstinence as the best method for avoiding STDs and unintended pregnancy but also teaches 
about condoms and contraception to reduce the risk of unintended pregnancy and of infection with STDs, 
including HTV.” See Advocates for Youth, “Sexual Education Programs: Definitions & Poimt-by-Point 
Comparison,” Transitions, Vol. 12, No. 3 (Mar. 2004), p. 4; at www.advocatesfoiyouth.org/publications 
/transitions/transitionsl203_3.htm. SIECUS states that, “Helping adolescents to postpone sexual 
intercourse until they are ready for mature relationships is a key goal of coinirehensive sexuality education. 
Such education has always included information about abstinence . . . Effective programs include a strong 
abstinence message as well as information about contraception and safer sex.” See Sexuality Information 
and Education Council of the United States, “Fact Sheet; Adolescence and Abstinence,” SIECUS Report, 
Vol. 26, No. l(Oct./Nov. 1997). SIECUS and Advocates for Youth, in a joint statement, claim that 
comprehensive sexuality education programs “emphasize the benefits of abstinence while also teaching 
about contraception and disease prevention methods.” See Advocates for Youth and SIECUS, “Toward a 
Sexually Healdiy America: Roadblocks Imposed by the Federal Government’s Abstinence-Urrtil-Marriage 
Education Program,” 2001, p. 7. 

Shaima Martin, Robert Rector and Melissa Pardue, supra note 3 at 1 1 . 

E. J. Dionne, Jr., Abstinence Plus. THE WASHINGTON POST, July 16, 1999, p. A23. 

Shanna Martin, Robert Rector and Melissa Pardue, supra note 3. 
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contraception than abstinence, but in some curricula the ratio is as imbalanced as 27 to 
one.“’^ These programs would be more accurately described as “Contraception-plus Sex 
Education” because they fail to present a strong ^stinence message at all. “Abstinence 
plus” is a misnomer, and entirely misleading. 

While it is important to note what comprehensive sex education does not contain - a 
strong abstinence message - it is equally important to examine the information that is 
contained in comprehensive sex education curricula. It is an unfortunate fact that many 
comprehensive/abstinence-plus sex education curricula contain sexually explicit 
information that is both irrelevant for sexual health education, and inappropriate for the 
targeted age groups. 

Listed below are several examples from sex education curricula intended for high school 
students. These examples all come from curricula promoted on the websites of SIECUS 
(Sexuality Information and Education Council of the United States) and Planned 
Parenthood, two of the nation’s largest sex education advocacy groups.’®^ 

“Sometimes people don’t have a water-based lubricant handy. If you were trying 
to find something around the house, or at a convenience store, to use as a 
substitute what would be safe?. . .Some ‘grocery store’ lubricants are safe to use if 
they do not contain oil; grape jelly, maple s}Tup, and honey.”'®® 

Give each group a penile model, some lubricant, spermicide and paper towels, 
then say... “One step at a time, I want each of you to practice the condom 
application and removal steps, with or with out a lubricant. Your teammates have 
a task, too. . .They are going to give you a round of applause and praise what you 
did right.”'®'' 

“Go to the store together. Buy lots of different brands and colors [of condoms]. 
Plan a special day when you can experiment. Just talking about how you’ll use all 
of those condoms can be a turn on.”'®* 

“Invite students to brainstorm ways to increase spontaneity and the likelihood that 
they’ll use condoms... Examples: Store condoms under mattress... Eroticize 
condom use with partner...Use condoms as a method of foreplay. . .Think up a 
sexual fantasy using condoms. . .Act sexy/sensual when putting the condom 
on. . .Hide them on your body and ask your partner to find it. . .Tease each other 
manually while putting on the condom.”'®® 


“Id. 

See http./Avww.siecus.org/pubs/biblio/bibsOOJO.ktml and htg>://www.plannedparenthood.com/pp2 
/portaJ/files/portal/educationoutreach/educationprograms/programs-responsible-choices-2nd.p(ff. 

Becoming a Responsible Teen, supra note 2. 

“■’id at 119. 

Be Proud! Be Responsible, supra note 2, at 80. 

Id at 78-79. 
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“Show condoms. Have several different brands including lubricated and reservoir 
tip. Open packages and unroll condoms for students to inspect. You may pass 
them around. Use plastic model of penis or two fingers for demonstration. . .You 
may blow up rubber to demonstrate how strong they are.”"® 

While these curricula are intended for high school-aged students, the highly-explicit 
information they contain encourages students to think, even fantasize about sexual 
activity. Furthermore, it is also important to note that a large portion of high school 
students are too young for consensual sex under applicable state law. 

The following examples come from a curriculum that is intended for students 9-15 years 
of age. Most 9 year olds are in fourth or fifth grade and 15 year olds, while in high 
school, are still too young for legal consensual sex. 

“Assign teens to create a list of ways to be close to a person without having 
intercourse, including, body massage, bathing together, masturbation, sensuous 
feeding, fantasizing, watching erotic movies, reading erotic books and 
magazines.”"' 

“Youth will practice the proper way to put on a condom. . .Divide youth into two 
teams and give everyone a condom. Have the teams stand in two lines and give 
the first person in each line a dildo or cucumber. Each person on the team must 
put the condom on the dildo or cucumber and take it off. . .The team that finishes 
first wins.”"^ 

While these curricula contain plenty of content encouraging the use of contraception, tips 
for performing sexual activities, and suggestions to increase sexual arousal, none of these 
curricula contain content encouraging youth to abstain from sexual activity. In fact, out 
of 942 pages of reviewed comprehensive sex education curricula, there is not one single 
sentence encotuaging youth to delay sexual activity at least through high school."^ 

SIECUS in its guidelines for comprehensive sexuality education suggests that children 
ages five through eight be taught the following about masturbation: 

• touching and rubbing one’s own genitals to feel good is called masturbation 

• some boys and girls masturbate and others do not 

• masturbation should be done in a private place"^ 


Teen Talk: Reproduction and Contraception Curriculum, Socion»trics Coiporation, Los Altos, CA, at 

16. 

Focus on Kids, ETR Associates, Santa Ciuz, CA, 1998, at 137. 

Id at 108. 

"^Shanna Martin, Robert Rector and Melissa Pardue, supra, note 3. 

Guidelines for Comprehensive Sexuality Education, 3"* Edition, SIECUS; at littp://www.siccus.org/ 
Pubs/guidelines/guidelines.pdf, at 51. 


28 



65 


These guidelines for curricula seem shockingly explicit and hardly relevant for children 
between kindergarten and the third grade. It does not seem wise to introduce sexual 
activity to children at such a young age if the goal of these programs is to delay the onset 
of sexual activity when they are older. 

Clearly, the state of abstinence education is far more positive and accurate than the 
Waxman Report portrays, and while all sexual health education programs merit more 
study, there is a credible body of evidence suggesting that abstinence education is indeed 
effective. Just as more studies need to be conducted to evaluate the effectiveness of 
abstinence education, comprehensive sex education programs need to be studied and 
evaluated to make sure they are age-appropriate, effective and medically accurate. 

J. Medical Accuracy 

One of the reasons there is so much controversy and confusion about the effectiveness of 
sex education is because the term “medical accuracy” is widely used but has no clear 
definition and carries no guidelines for determining either the medical accuracy of a 
curriculum or the effectiveness of a program. 

Currently, sexual health education providers commonly cite peer-reviewed journals to 
appear medically accurate, promote the effectiveness of a sexual health education 
programs and criticize other sexual health education programs. However, this method 
alone is insufficient for ensuring the accuracy of sexual health education material and the 
effectiveness of programs, since the goal of journal reviews is primarily to examine 
proper use of statistical methods and statistical significance, not the medical accuracy of 
content within programs themselves. For example, as cited in Section IV, I of this report, 
few would agree that encouraging teens to use grape jelly or maple syrup as a lubricant 
would be considered “medically accurate,” however, the program that contains this 
information was evaluated and published in a peer reviewed journal, then was touted as 
an effective program. A recent lead editorial in The Wall Street Journal raised serious 
doubts regarding the impartiality of the peer review process."^ While this example 
should not discredit the peer review process across the board, it does raise serious 
questions about its credibility in all cases and suggests that there needs to be other ways 
of authenticating data. 

In its final guidelines for ensuring and maximizing the quality, objectivity, utility,\ and 
integrity of information disseminated by Federal agencies, the Office of Management and 
Budget stated the following; 

“Some comments argued that journal peer review should be adequate to 
demonstrate quality, even for influential information that can be expected to have 
major effects on public policy. 0MB believes that this position overstates the 
effectiveness of journal peer review as a quality-control mechanism. Although 


New England Journal of Politics, THE WALL STREET JOURNAL, Jan. 16, 2006. 
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journal peer review is clearly valuable, there are cases where flawed science has 
been published in respected journals. (66 Fed. Reg. 52137, October 12, 2001)."® 

In an article discussing the abuse of science in public policy debates, the Guttmacher 
Report on Public Policy warned that “there are no guarantees, of cotnse, that even the 
most rigorous study in the most prestigious journal is correct in its conclusions. Science 
progresses by accumulating evidence from multiple studies, a key reason why 
transparency and replicability are vital. Moreover, science advances: over time, 
scientists develop more refined methods, acquire more appropriate data and explore new 
explanations for old mysteries.”'" 

The goal of any sexual health education program should be to provide information that is 
consistent with the current state of scientific knowledge. Providing medically accurate 
and referenced information allows students to make informed decisions and increases the 
probability that their decisions will lead to healthy behavioral choices. 

While both abstinence education and comprehensive sex education groups strive to 
present “medically accurate” information, the differing philosophies of what constitutes 
healthy information for teens causes a serious problem when it comes to defining medical 
accuracy. For example, the quotes from comprehensive sex education curricula in 
Section IV, I of this report contain information that most citizens would not consider to 
be “medically inaccurate.” Therefore, the only way to ensure that actual curricula are 
medically accurate is to review the content of curricula itself Many federally-funded 
programs do not review curricula at all before granting funding for these programs. 

Without review of actual curricula content, achieving such an elusive standard as 
“medical accuracy” will be a difficult task. Sexual health education programs of all 
varieties have at least occasionally presented information that lacked a clear scientific 
basis. Some of the assertions are based on morality, some on ideology and some on 
matters of simple opinion. For example, in the past, some sexual health education 
providers claimed &at condoms had “holes” which permitted the passage of HTV.''* At 
the other extreme, some claim even today that condoms provided nearly 100 percent 
protection against pregnancy.'" Currently, some claim that the term “protect” accurately 
describes the action of condoms against pregnancy and STDs since condoms reduce the 
risk. Others, however, claim that the term “protect” is inaccurate and misleading to 


' Office of Management and Budget, Executive Office of the President. Guidelines for Ensuring and 
Maximizing the Quality, Objectivity, Utility, and Integrity of Information Disseminated by Federal 
Agencies; at http://vvww.whitehouse.gov/oiiib/fedreg/reproducible.html (last visited Apr. 27, 2006). See 
also 66 Fed. Reg. 52137, Oct. 12, 2001. 

' ” Sonfield, Adam, The Uses and Abuses of Science In Sexual and Reproductive Health Policy Debates, 
The Guttmacher Report on Public Policy, Vol. 8 (4), Nov. 2005; at http://www.guttmacher.org/pubs/ 
tgr/08/4/gr080401.html. 

Heritage House ’76, Condoms -Do They Really Work? 1998 Heritage House 76, Inc.; at http:// 
www.abortionfaots.coin/literature/literature_9331cd.asp. 

' Sexuality Information and Education Council of the United States (SIECUS), The Truth About 
Condoms; at http://63.73.227.69/pubs/fact/fact001 l.html. 
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describe the action of condoms against pregnancy and STDs, since condoms do not 
eliminate the risk.'^® 

The dissemination and acceptance of inaccurate or incomplete information could have a 
negative impact on public health and discredit the sexual health education curricula, or 
parts of the curricula - that are medically accurate. The failure to review and ensure the 
validity of sexual health education curricula has greatly harmed students, the public in 
general and sexual health education providers. It has also lead to the inefficient use of 
taxpayer and government dollars for educational programs that are not medically 
accurate. 

The current federal guidelines regarding curricula review need to be changed and 
replaced by a fair, balanced and accurate assessment of curricula content. The current 
guidelines are intended to “ensure and maximize the quality, objectivity, trtility, and 
integrity of information disseminated.”'^' To date most attempts to define medical 
accuracy have been inadequate for the following reasons: 

• the criteria suggested are not directed toward all sexual health education 
providers — i.e., comprehensive sex education and abstinence education 
programs 

• there is no objective measurable standard of determining whether the data and 
other material included in the particular sexual health education curricula are 
accurate 

• there is no objective measurable standard of determining whether there are 
serious omissions fi-om the material presented which render such material 
inaccurate or deceptive 

• there is no across-the-board review of curricula itself 

It is equally important for federally-supported programs to use the same source data, both 
within the various programs and in their evaluation. How the data is used can be a matter 
of methodology and interpretation, but the data itself should be verifiably accurate. 

One possible solution to this problem would be for the government agencies reviewing 
grants for comprehensive sex education programs and abstinence education programs to 
review curricula for accuracy during the grant review process. Because these programs 
are funded under many different funding streams and agencies, each agency would be 
required to establish and implement a curricula review protocol within its grant review 
process. This curriculum review process would be subject to oversight by the Office for 


Daniels, Dr. Scott E., In Defense of Abstinence, The Medical Institute, 2005, at 7. 

“‘Office of Management and Budget, Executive Office of the President. Guidelines for Ensuring and 
Maximizing the Quality, Objectivity, Utility, and Integrity of Information Disseminated by Federal 
Agencies; at http://www.whitehouse.gov/oinb/fedregAeproducible.html. See also 66 Fed. Reg. 52137, Oct. 
12 , 2001 . 
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Evaluation and Planning to ensure fair, balanced and accurate review and funding. In 
many cases, potential grantees are not required to submit curricula for review before 
receiving funding. This increases the risk of funding out-of-date or inaccurate curricula. 

The general basis for curricula accuracy review for agencies to use in their grant review 
process would include the following; 

• A review for accurate footnoting and referencing of recent medical data 
before funding is given. If minor corrections are needed, they should be made 
before funding is granted. 

• A general overview of data to ensure that government agencies and reputable 
sources are referenced for any medical fact stated in the curricula. 

• A check for bias among curricula reviewers to ensure that science — ^not 
politics — ^is applied in the process of reviewing curricula. 

• A review of all curricula material — including pamphlets, videos/DVDs and 
teachers’ guides — to ensure that all materials are consistent in their citations 
of source data. 

• A review to make certain that curricula marketing material matches curricula 
content. For example, if a comprehensive sex education curriculum claims to 
have a strong emphasis on abstinence, the curriculum contents should match 
that description. 

Reviewers of abstinence and/or comprehensive sex education curricula would then be 
able to review curricula based on whether information contained in the curricula is 
“medically referenced.” Reviewers of curricula would be advised of the national and 
governmental organizations (such as the CDC, NIH, et al.) that are acceptable to 
reference for accurate information on teen health. Reviewers can then check each fact 
referenced in both abstinence and/or comprehensive sex education curricula to ensure 
that it is correctly footnoted and referenced by a recognized, respected source that is not 
outdated or incorrect. 

Ensuring that sexual health education information is medically accurate is vitally 
important to public health, but doing so is impossible if there is no accountability by the 
curriculum providers and the government agencies funding these programs. This issue 
must be resolved before any forni of sexual health education can be written off as being 
false, misleading or distorted. 

Currently there is also no formal process by which inaccurate data is corrected. 
Guidelines should be adopted in order to correct inaccurate data for both comprehensive 
sex education programs and abstinence programs. This would be helpful in maintaining 
the integrity of federal sponsored programs. 
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Not only do abstinence education and comprehensive sex education programs need to be 
reviewed for medical accuracy, they must also be awarded their grants through a 
competitive process to make sure ttot only suitable programs receive funding. A 
competitive process will also ensure that medically inaccurate or inappropriate curricula 
will not be used by grant recipients and that inaccurate or inappropriate information will 
be kqjt out of the classroom. 

That being said, if the same criteria were used to critique the claims of the Waxman 
Report as the Report uses against abstinence programs, then the Waxman Report itself 
would be discredited. As already noted, its criticism of abstinence programs is filled with 
errors and half-tmths that betray any sense of objective analysis. Its failure to critique the 
obvious failure of comprehensive sex education is also a discredit to the Report. Any 
objective standard of review should dismiss the Waxman Report as a failed attempt to 
discredit the success of abstinence education. 

V. CONCLUSION 


The Waxman Report outlines a number of serious concerns regarding abstinence 
education and challenges Congress’s support of these programs. Its criticisms, however, 
are unfounded and falsely portray abstinence education as ineffective. In tmth, 
abstinence programs provide character development and health education that empowers 
children and adolescents to make healthy decisions. Studies indicate that abstinence 
education serves to reduce teen pregnancy and the contraction of STDs, as well as 
guarding the emotional health of those who participate in abstinence programs. 

Currently, abstinence education receives only a small percentage of total federal 
expenditure on sex education programs. However, should the policy of the Democrats as 
reflected in the Waxman Report be adopted and abstinence education be stripped of 
federal funding, then the only programs receiving federal support would be those whose 
effectiveness is highly questionable and that are contrary to the wishes of the vast 
majority of parents and students. Parents and teens would be denied any alternatives to 
the already highly-funded comprehensive sex education programs that imdermine a 
strong abstinence message. Rather than providing state and local entities more flexibility 
in their programs. Congress would limit state and local choices in the character formation 
and health education of America’s youth. 

Therefore, the Waxman Report should be rejected as authoritative, and abstinence 
education should receive the continued support of the U.S. Congress as it empowers state 
and local entities and parents to provide invaluable formation for the physical and 
emotional health of America’s youth. 


33 




70 


Mr. SouDER. I also would like to make a brief statement because 
of my involvement. I would like to use some of my time for that 
at this point. 

I share some of Senator Brownback’s concerns that we are not 
addressing the fact here that two-thirds of the money that goes for 
education on this issue is not abstinence-only. This hearing seems 
to be stacked against abstinence-only. If your intent was truly to 
assess the evidence on abstinence education, then why are we hear- 
ing from only one single proponent of the important public health 
approach? Where are the physicians who diagnose young girls, de- 
spite having used condoms, who now have the cancer-causing virus 
HPV? Where is the official who will talk about twice the amount 
of funding being used on things other than abstinence education? 

Extreme interests groups believing in sexual freedom and sexual 
justice have denigrated the debate over abstinence education by 
turning it into a vehicle to promote their own ideological agenda of 
radical sexual autonomy. We ought not to be persuaded by these 
groups who, although adopting the language of science and reason, 
are really just evangelists of a competing though tragically incor- 
rect moral vision. This debate is not between those who on one side 
are trying to impose their values on others and those who on the 
other are proclaiming a purely disinterested and amoral rational- 
ity. Indeed, despite protests to the contrary, the other side, too, 
makes more arguments tethered to a particular ideology. 

While this hearing has been convened to assess the evidence, we 
must also realize that this debate involves deep disagreements be- 
tween competing values. Abstinence education is a medically accu- 
rate, age-appropriate method that promotes character, healthy re- 
lationship building skills, and self worth to young people. It is far 
more than a just say no approach to public health. 

The name of this hearing, for example, wrongly suggests that 
teens who receive abstinence-only education are only taught to say 
no to sex. Mr. Chairman, this simply is not true. Abstinence edu- 
cation is a holistic approach to preventing the physical and emo- 
tional distress that premarital sex can bring, especially to teen- 
agers. Abstinence education does, in fact, teach teens about contra- 
ceptives. It does teach teens about HIV/AIDS. It does teach teens 
about how to prevent pregnancy and disease. It encourages teens 
who are already sexually active to get tested for STDs, unlike the 
so-called comprehensive sex education curriculum, which often tells 
teachers specifically not to raise the failures of condoms or STDs. 

What abstinence education does not do, unlike contraception- 
based programs, is suggest to teens that they should “wear shades 
as a disguise” when buying condoms so adults don’t recognize 
them, or encourage teens to “fantasize” about using a condom. 

The Department of Health and Human Services reports that 
most popular so-called comprehensive programs spend less than 10 
percent of their class time promoting important health message of 
abstaining. The curriculum does, however, instruct girls on how to 
help their partner maintain an erection and other graphic behav- 
iors too explicit to submit to the record. 

We can parade as many critics of abstinence education before 
this committee as we want, and nothing will change the fact that 
the only fully reliable way for young people to protect themselves 
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from pregnancy or STDs is by abstaining from sex until a commit- 
ted, faithful relationship with a partner who is also free of STDs. 
To withhold this evidence from our young people and the members 
of this committee is not only wrong but inexcusable and unjust. I 
would like to ask our two witnesses — and I find some of these ques- 
tions, quite frankly, shocking, but since it is used in schools down 
to age 9 — do you believe this is appropriate to ask kids these ques- 
tions which are: do you think a person is abstinent if he or she 
does the behaviors below: cuddle with someone with no clothes on, 
give oral sex, masturbate with a partner, receive oral sex, touch a 
partner’s genitals? Do you believe those are appropriate for kids in 
school as an alternative to abstinence, or whether it should be de- 
fined as abstinence? Ms. Capps. 

Ms. Capps. Do I think this is appropriate personally? Not at all. 
I have been a part of many, many sex education classes, and I have 
never had this or been a witness to any discussion anything like 
this, particularly at the age that you are talking about. 

Mr. SOUDER. My time is on yellow. Let me ask Senator 
Brownback. 

Ms. Capps. Surely. 

Mr. SouDER. This is a 2005 plan. Making Sense of abstinence 
Lessons for Comprehensive Sex Education for New Jersey. 

Senator Brownback. No. I don’t think that is appropriate. And 
as a parent, if that were being taught to my kids I would find it 
very offensive. I think it is why most parents really get upset about 
a lot of these things, is that there are things being put forward 
that a lot of times are just really trying to encourage our kids, look, 
let’s be responsible. We don’t do these sort of things. It goes against 
what the parents are trying to teach. 

Chairman Waxman. Thank you, Mr. Souder. 

Mr. Sarbanes, I want to recognize you if you have any questions. 

Mr. Sarbanes. Not at this time. 

Chairman Waxman. Ms. McCollum. 

Ms. McCollum. Thank you, Mr. Chair. 

I am wondering. Senator Brownback, I think there is great 
agreement. As parents we all tell our children that they should 
delay sexual activity for many reasons — emotional, health, our fam- 
ily values, and that. But knowing what the statistics are from the 
CDC for the number of young adults that do engage in sexual ac- 
tivity, do you believe that we have a responsibility when Federal 
dollars are being used, especially in abstinence-only programs, that 
if they do refer to condoms — and there are examples in here that 
the GAO cites in its report where inaccurate statements were made 
that condoms are porous, therefore a condom doesn’t protect you 
against sexually transmitted disease — that we should not allow 
Federal dollars to be used to transmit misinformation, information 
that is not scientifically accurate, that is not a good use of our tax 
dollars? Would you at least agree with that, that we need to make 
sure that anything that is said in these abstinence programs must 
be scientifically accurate? 

Senator Brownback. I would. I would hope they would be ap- 
plied to all sex education programs, the comprehensive ones, too. 
I would tie back in to your earliest piece of your statement. What 
about the emotional. There is an emotional issue that is involved 
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here. Having three children either in or recently gone through 
teenage time periods, this is a big emotional time period. I would 
hope we would have scientific evidence on all of it. 

Ms. McCollum. Reclaiming my time, my challenge is, as an ap- 
propriator, with the limited amount of dollars that are available for 
public health, that every single penny that is spent should be made 
sure that the information is scientifically accurate. 

Ms. Capps, it is my understanding — and I am sure you have read 
the GAO report — that is has only been recently that there has been 
any scrutiny on these programs to make sure that they are scientif- 
ically accurate. As a nurse, as a mother, how do you feel about 
that? As a taxpayer, how do you feel about that? 

Ms. Capps. That distresses me because I have had personal expe- 
rience in reviewing some of the abstinence-only materials. I will 
agree with the ranking member that they do discuss contraception, 
but I never saw one that said anything positive about it. It was al- 
ways the failure rate. In other words, to infuse a sense of distrust 
among the students that they should rely on anything like this. 

I am concerned that we are spending Federal dollars on misin- 
formation. 

Ms. McCollum. Representative Capps, as a person who has 
worked in public health, you know that we might have juniors and 
seniors in high school who don’t have parents such as Senator 
Brownback, myself, you, and other members of the panel who 
would sit down and discuss fully options with our children as they 
are getting ready to perhaps even enter marriage. So knowing that 
we have 17 and 18-year-olds, do you feel that for many of these 
young adults in committed relationships who might be getting mar- 
ried at a very early age, that this might be the only information 
that is available to them? 

Ms. Capps. I can tell you I have heard it with my own ears, I 
have seen, and, as I mentioned in my testimony, I worked in a pro- 
gram for parenting teens. Teens already having chosen to keep 
their parents (sic) and go to a comprehensive high school, we pro- 
vided them with life skills. Many of them were married. They were 
asking us for help because they got pregnant in the first place be- 
cause they didn’t know enough, and now they wanted to make sure 
that they took good care of the child that they had and were able 
to plan their families in the future. 

So there is a cry on the part of many teenagers for accurate in- 
formation. Then, of course, we need to always be teaching them the 
life skills in order to make the good decisions about it, as well. The 
two go hand in hand. 

Ms. McCollum. Thank you. 

Chairman Waxman. Thank you, Ms. McCollum. 

Mr. Burton. 

Mr. Burton. I can wait. 

Chairman Waxman. Mr. Shays. 

Mr. Shays. I thank the colleague. 

Sometimes I think we are trying to repeal the law of gravity. 
There are natural instincts that young people have, and they are 
educated by their parents hopefully first to know proper conduct, 
and hopefully are given informed information in their process of 
going to school and so on. I am a chief cosponsor of the Responsible 
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Education About Life [REAL] Act, which was introduced by Bar- 
bara Lee, and its whole purpose is to provide a comprehensive ap- 
proach to sex education that includes information both about absti- 
nence and contraception. 

I read these questions and I thought, you know what? Maybe 
they shouldn’t have been asked by someone in school in a program, 
but they turn on their TV and they see it. 

We have had testimony in Congress where young people didn’t 
realize that oral sex they could transmit disease. They just weren’t 
informed, and they thought that wasn’t sex, maybe as defined by 
the former President of the United States. 

But the bottom line is I don’t understand why you wouldn’t make 
sure that young people had all the information to counteract all the 
information they are getting every day from the news media, from 
TV, from programs, from books. I mean, the books I used to read 
were so ridiculous compared to what kids read today. But, frankly, 
if it be told, probably every one of my fellow boys and young men 
that were at school would have had sex if the girl had said yes. So 
your parents basically tried to determine who you were going out 
with, what kind of girl you were out with. It is a different world 
today. It is a different world. Senator, than you grew up in. 

I just don’t know how we are going to help young people if we 
don’t give them the information they need to make the choices, to 
know that they could get ill if they do certain things, to know the 
benefits of abstinence in the context of truly loving someone. 

I would like you both to speak to that, in terms of what kids get 
every day in the media. So these questions aren’t shocking. They 
get it every day. They see it. They read about it. Why shouldn’t 
they talk about it? 

Senator Brownback. Well, first, thanks, Chris, and, believe me, 
I know we are not in the world I grew up in. I have children oper- 
ating in this culture. My older daughter is doing Teach for America 
in Houston in 7th grade, and the things she hears, that does shock 
me. So I am getting that. 

But I think there is an issue here. What about setting a high ex- 
pectation? What if she in that 7th grade class sets a very low ex- 
pectation and, you know, whatever you want with it. 

Mr. Shays. I don’t know what you mean by expectation. A high 
expectation to me means treating a young people with respect that 
they get the information they need to counteract the information 
they are getting from somewhere else, so I don’t know what you 
mean by respect. 

Senator Brownback. Well, what I mean by high expectation is 
maybe buttressing the expectations of their parents instead of at- 
tacking them or saying, well, we don’t think you are really going 
to make that, so therefore let’s go this route. 

There is a downside to not having high expectations. There is a 
clear downside. I think we should do that even in behavior areas. 

What I am submitting here is that I think you can look at all 
these abstinence programs and find ones that haven’t worked. I 
think that is good. Let’s not do that. But let’s fund the ones that 
do work so you really are buttressing what 80 percent of the par- 
ents want. 

Mr. Shays. Thank you. 
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Ms. Capps. 

Ms. Capps. Again, I agree with so much of what the Senator is 
saying, and I totally support you. I am on the same legislation that 
you are co-authoring with our colleague, Barbara Lee. I would sim- 
ply say that the studies are showing that the more information 
young people have the better decisionmaking skills they can em- 
ploy, if they are taught some decisionmaking skills along the way. 
Schools are asked to do a lot of things today. They are asked to be 
parents and they are asked to bring up, for those kids who come, 
you know, with limited foundation at home, they are asked to teach 
young people to make good decisions, how to do that. But I believe 
that when you tie a hand behind your back when you are withheld 
information, you set up a sense of lacking trust. In fact, com- 
prehensive sex education classes have encouraged young people to 
delay sex because they know all of the information. 

Our teen program where the babies were there with the moms 
in a classroom setting was a big deterrent for kids having sex. 
They saw what happens when you do. 

Mr. Shays. Thank you. 

Thank you, Mr. Chairman. 

Chairman Waxman. Thank you, Mr. Shays. 

Mr. Welch, you are next. 

Mr. Welch. Thank you, Mr. Chairman. 

Senator Brownback, in listening, everyone agrees that we want 
to have kids protected as much as possible, so really it seems like 
this is a tough discussion and debate about what is effective to help 
kids make the right choices. But, as I understand your testimony, 
your view is that there should be no sex before marriage? 

Senator Brownback. I am saying 8 of 10 parents surveyed want 
that, and I am saying in our family that is what we talk about. 

Mr. Welch. And I obviously completely respect that. But I un- 
derstand the statistics are that 95 percent of the American people 
do have sex before marriage. 

Senator Brownback. Well, the material I was looking at and 
that I think even the ranking member was citing was below 50 per- 
cent on teens, and I don’t know of the full number of what you are 
talking about on before marriage activities. 

Mr. Welch. I think it was a USA Today survey, and my under- 
standing is that is a pretty accepted figure. But the question here 
I think that we have to resolve is effective use of taxpayer dollars 
to achieve the goal of diminishing teen pregnancy and diminishing 
sexually transmitted disease. Would you agree that is a shared 
goal? 

Ms. Capps. Yes. 

Mr. Welch. All right. So I would ask really both of you, bottom 
line, whether it is a comprehensive sex education program or an 
abstinence-only sex education program, that those programs should 
be subject to strict scrutiny for effectiveness before we allocate a 
taxpayer dollar. Do each of you agree with that? 

Senator Brownback. If I could, absolutely. But you can’t just 
look then at abstinence programs, you need to look at comprehen- 
sive ones that get, by far, the lion’s share of the dollars, and obvi- 
ously it has not worked. 
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Mr. Welch. I agree that they should be both looked at. That is 
what I am asking. Any time we spend money, we have to do over- 
sight to see whether the intended purpose is being achieved with 
the money we are spending. 

Ms. Capps. Can I respond to that? You are talking about tax dol- 
lars, and it has come up before. To my knowledge, I want to ad- 
dress something that has come up where these figures come around 
like we spend $12 for comprehensive sex education. Federal dol- 
lars, for every dollar that is spent on abstinence-only education. 
The truth is very different. To my knowledge the Federal Govern- 
ment has never funded comprehensive sex education as taught in 
a classroom, but rather these dollars are lumped together which 
are part of Title X, and all of the services, direct services that we 
provide for every age group through the Federal programs that we 
provide in family planning and contraception. I think those are 
very different. 

I am not so sure that we want the Federal Government doing 
anything prescriptive about what curriculum my grandchildren and 
your children would be taught in a school district. I think school 
districts and school boards and parents have the right and obliga- 
tion really to choose what is appropriate for them. What I think we 
can lay out in these bills that I mentioned and that our colleague 
Mr. Shays is a coauthor of talk about the importance of doing that 
and making funds available so that districts can choose the appro- 
priate methods that they want to teach. 

Mr. Welch. Thank you. 

You know, we have been referring to this GAO report that has 
done a study of abstinence education programs and come to the 
conclusion that they are not effective. Now, if that is the report 
that gives us guidance and money spent on these programs is not 
achieving the intended result, would it be your position. Senator, 
that we should continue to spend more money on programs that 
are judged to be ineffective? 

Senator Brownback. My position would be I think you should 
look at all the studies. There are studies that I cited. You are going 
to have another witness here today that is citing studies of ones 
that have worked. My position would be that you should look at 
those that work so that you are really going in flow with what the 
parents of the country want. The parents of the country want their 
children to be abstinent. That is what they do in the survey re- 
sults. So why would we flow against it? Why wouldn’t you find the 
ones that are working well and then let’s fund those? And you real- 
ly should look at comprehensive, because that is where we put 
most of the money, and that hasn’t worked. 

Mr. Welch. Well, the dilemma we have is this: those of us who 
advocate always find something to hang our hat on to justify our 
position. That is you, it is me, it is all of us. But there are referees, 
and the GAO, when they do these studies at our request, is, in ef- 
fect, an arbiter, and we either can disregard their study or accept 
the results and act accordingly. 

My understanding is that the study that the GAO has done, kind 
of a peer reviewed study, has concluded that these abstinence-only 
programs are not achieving the results that you would like to see 
achieved, so why would we spend more money? 
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Senator Brownback. I would hope you would look at all studies, 
sir. 

Mr. Welch. OK. Thank you, Senator. 

Chairman Waxman. Thank you, Mr. Welch. 

Mr. Burton. 

Mr. Burton. Thank you, Mr. Chairman. 

Let me just say I am going to yield to my colleague from Indiana, 
Mr. Bonder, but before I do let me just whistle into the wind a little 
bit. Mr. Shays mentioned what children are exposed to all the time, 
and I am sure this isn’t going to change, but one of the things that 
disturbs me so much is there is a constant barrage of sex and vio- 
lence on television all the time. I know that you can’t really stop 
it, I guess, but that has to be a contributing factor to the violence 
that we have seen in places like Columbine and this boy that was 
stopped from blowing up his school the other day and these college 
campus attacks. We have to figure out some way as a society to cut 
back on the sex and violence that we are consuming, because as 
long as we do that, the kids are going to get a steady diet and you 
are going to have this thing go on and on. 

With that, I yield to Mr. Bonder. 

Mr. SouDER. I would first like to correct the record on a couple 
of things. I didn’t use 12-to-l. I used 2-to-l Federal funding 
for 

Ms. Capps. I am sorry. I have seen 12-to-l. 

Mr. SouDER. And you said that. You said you have seen 12-to- 
1. You didn’t say that I said that, but I wanted to point out that 
I said 2-to-l in direct Federal funding, 68 percent of the schools 
offer contraceptive education compared to 25 percent offering absti- 
nence education. Not all of that is Federal funding and not all of 
it is even dollars, but that is also a fact. And there are 10 Federal 
sources for funding for contraceptive education and just 1 for absti- 
nence education. 

Now, depending on what a school does with that funding, they 
may not use it for the curriculum. They may be blending this with 
local funding from different health groups, like in our community 
part of it is funded by Planned Parenthood directly, maybe not 
from Government funds, or from a health center, not from Govern- 
ment funds. But the fact is that the disproportionate amount of 
money in the United States is, in fact, going to contraceptive edu- 
cation. 

And we are also really happy to see that a number of people here 
seem to be expressing disappointment, even on the majority side, 
that we aren’t looking at science on not only abstinence education 
but on the other, because clearly study after study have shown that 
contraceptive education hasn’t worked on HPV, has not worked, ei- 
ther. And you can’t just apply science when you ideologically op- 
pose one goal but then not look at science, and we shouldn’t pre- 
tend like science, GAO, or otherwise has defended the effectiveness 
of contraceptive programs. 

But there is another fundamental question here that we are de- 
bating, and that is that 70 to 90 percent of American people oppose 
explicit sexual content in comprehensive sex education; 67 percent 
of teens who have initiated sex express regret for doing so; 90 per- 
cent of American people believe adolescents should not become sex- 
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ually active; 70 to 90 percent want a strong abstinence message 
taught. 

Do you believe, Senator Brownback and then Ms. Capps, that the 
public, what they want from the schools, is at all relevant in this 
debate? 

Senator Brownback. I would hope it is relevant in this debate, 
and if it is not, you are going to be running at counter purposes 
and people are going to be arguing with it all the time and it is 
not going to be effective. But if we will work in concert with par- 
ents, I think we can have an effective program moving on forward. 

Ms. Capps. Thank you. I want to stress again that all of us — and 
I am now going back to my past life as a school nurse — in the local 
schools I don’t know a person who doesn’t favor abstinence-only 
until it comes to the point of the knowledge that is available should 
abstinence not work for a particular child. We can’t control what 
happens to them after school. Most of us want not abstinence-only 
but abstinence coupled with an understanding of available re- 
sources should they need it. 

Now, I also would like to say that I have never been a part of 
a plan or program that is called contraceptive education. I have 
only been associated with anything in my schools where I worked 
that was comprehensive sex education that included abstinence 
and also gave other information. 

Now, what I would say is that this decision, the public has its 
way of recording its desires and what it believes in and so forth, 
but really the important people in this conversation who we are 
talking about are the parents who send their kids to public school 
every day. 

Mr. SouDER. How do you handle this question, and that is that 
those using the male condom at first sex has tripled from 22 to 67 
percent, contraceptive use has nearly doubled since the 1970’s to 79 
percent, and yet STDs and other problems are still increasing. How 
can anything but abstinence be said to be working? 

Ms. Capps. Abstinence works 100 percent, and that is why it 
should be the core of any kind of comprehensive education that in- 
volves sexuality with teenagers. Again, the decision should be 
made by the parents, and the young people are asking for informa- 
tion, and if they are asking they should get reliable information. 

Chairman Waxman. Thank you very much. 

I am going to now recognize Ms. Norton, but I want to indicate 
that our second panel will discuss evaluations of both and all sex 
education classes, which I think will be very helpful for the com- 
mittee. 

Ms. Norton. 

Ms. Norton. Thank you, Mr. Chairman. 

I have had the pleasure of working with you both, and I want 
to thank you both for very important leadership that I am person- 
ally aware of Ms. Capps, you have become a particular leader on 
health issues here in the Congress, and Mr. Brownback and I have 
worked together on a number of issues, including issues that 
proved controversial in some forms — the marriage issue, where 
there has been a decline among African Americans. It is cata- 
strophic. And I must say a similar decline among white people, ex- 
cept for people in the upper middle and upper classes. 
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May I thank you, Mr. Brownback, for what you said about Best 
Friends. Best Friends has done an extraordinary job in the District 
of Columbia with its abstinence-only approach. The kind of caring 
attention that it gives is rare for any program. I know you did not 
mean to indicate that was what abstinence programs usually of- 
fered; nevertheless, this has been an extraordinary program of 
great value to us and the children and the parents that have cho- 
sen it. 

I don’t understand why this subject has been so contentious. I 
agree with Mr. Brownback we ought to look at all the studies. 
Don’t put a dime on comprehensive sex education programs that 
don’t work. Test them in the same way that we test abstinence- 
only programs. 

The concern that many of us have with abstinence-only programs 
is the notion that there would be any such matter where one size 
could possibly fit all. It is so individual, so family oriented. 

Mr. Brownback, you have been Chair of the D.C. Appropriations 
Subcommittee. I don’t need to tell you that you would be laughed 
out of many classrooms in the District of Columbia if you talked 
about abstinence where the children come to junior high school and 
high school already experiencing sex. This troubles me greatly. I 
wish there were some way. I cannot imagine wanting my own child 
to do anything but abstain until marriage. Frankly, that would be 
my wish. I would do everything I could to encourage that to hap- 
pen, and many parents find that is a failing effort today. 

My question is particularly, Mr. Brownback, I know from my 
friendship with you, from your own work, your respect for local 
control, for the views of parents, the sensitive way you have han- 
dled the marriage funding that we did here, all with consent and 
encouraging greater marriage in some of our poorer communities. 
I am wondering why committing this to local control, where you 
might have some people — and I can tell you there would be some 
in the District that would say, I want a program like Best Friends 
in my community, and where you would have others with parents 
who are at their wits’ end. Many of them are poor parents and sin- 
gle parents. Many of them are single parents of boy children. They 
can’t begin to even talk with them about sex. If there is somebody 
in school that will give them the whole deal when this mother who 
works every day as a single mother doesn’t even know how to ap- 
proach the subject, is poorly educated, if you tell her that her son 
or her daughter should have an abstinence-only program she will 
be puzzled. 

Would there be any harm in allowing local communities to make 
this decision based on their own family needs, based on the com- 
position of the community? Would that be consistent with your val- 
ues and mine? 

Senator Brownback. First, let me say it has always been my 
pleasure to work with you, and I was looking at you and thinking 
there is nobody on your side of the aisle that has gotten more votes 
out of me than you on a whole range of topics, and I can’t recall 
me getting one back from you. 

Ms. Norton. There is one more I want from you, too. 
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Senator Brownback. I just want my first out of you. That is all 
I am looking for. I can’t even get her to — I don’t know, did you 
cheer for the Jay hawks in the final four? 

Ms. Norton. Don’t change the subject, Sam. 

Senator Brownback. I just wanted you to at least give me that. 

You know, I have enjoyed working with you. I have enjoyed 
working in D.C. I know you say I would get laughed out of the 
classroom. I recall I think we were getting laughed out when we 
were promoting marriage. There are certain areas that people get- 
ting married is unusual within that block or that area. Now we 
have people that are getting married in some of these communities. 

Ms. Norton. Yes, but we don’t have marriage only. We encour- 
age them to come in. It is the exclusivity of the approach. 

Senator Brownback. I know, but let me make my point on this. 
Let me make my point, because you are very good at making yours. 

Ms. Norton. OK. 

Senator Brownback. Senator Moynihan, I took a lot of guidance 
from him before he left this body and passed away, and his view 
was the key thing we ought to be focused on is how you raise your 
next generation. The key thing you ought to be focused on is how 
you raise your next generation. I think for us, the Federal Govern- 
ment, to say, here are funds that we believe this is the high expec- 
tation approach is fully appropriate for the Federal Government to 
do, of a high expectation. 

Now, you are saying a bunch of States say we don’t want it. 
Maybe the District of Columbia has said the same thing. We have 
a lot of money going to the sex education programs. GAO says it 
is 5-to-l on comprehensive. There is a lot of funds going in there. 
I think this amount that we are putting in, what I would be critical 
of on it is that I think we need to make sure we are at ones like 
Best Friends that work and not ones that don’t work. I think that 
really is where our focus should be. 

Chairman Waxman. Thank you, Ms. Norton. 

Let me advise the members of the committee that our two wit- 
nesses have other responsibilities and are anxious to go to them. 
I don’t want to deny or deprive any Member of an opportunity to 
ask questions, because our rules do provide for 5 minutes. 

Let me ask Members who are cognizant of that fact to try to 
limit your questions, recognizing the time constraints of our wit- 
nesses. 

Ms. Foxx. Mr. Chairman. 

Chairman Waxman. Yes. 

Ms. Foxx. I am having difficulty hearing people down here. I 
would just like to ask if people could really put the mics close and 
speak up. I just ask for clarity. I would really appreciate that. 
Thank you. 

Chairman Waxman. Good point. 

Mr. Duncan. 

Mr. Duncan. Thank you, Mr. Chairman. I have someone waiting 
in my office, so I will be very brief. 

Senator Brownback just said a few minutes ago that the culture 
is pushing in the opposite or harmful direction at times, and some- 
one else mentioned the TV shows and the movies, and they all 
work together to almost seem to pressure young people into think- 
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ing that they are odd if they don’t have early sex. But Senator 
Brownhack just mentioned Senator Moynihan, and Senator Moy- 
nihan made a famous statement several years ago. He said we 
have been defining deviancy down, accepting as a part of life what 
we once found repugnant. That seems to become more true with 
each passing year. So I think Senator Brownhack is right when he 
says that we should encourage people to higher expectations or 
higher or better goals. 

There is some discrepancy that I don’t understand. Maybe the 
witnesses can explain it later. But there is a Heritage study that 
came out yesterday that said we spend 12 times this much on com- 
prehensive sex education as opposed to abstinence-only education, 
but the Zogby poll that has been mentioned showed that by more 
than a 2-to-l margin that parents want or prefer the abstinence 
approach, and it seems rather elitist to me for people who maybe 
have degrees in this field to feel that they, because they have stud- 
ied it, somehow know better than the parents what is best. I still 
think parents know what is best for their children. 

The message that teens receive from abstinence is pretty simple 
and very clear. The only way to avoid all the harmful consequences 
of sexual activity is to abstain. Education about abstaining teaches 
young people how to set goals and build healthy relationships. So 
I don’t think it is something that we should abandon, which seems 
to be sort of the thrust of where we are headed. 

The people who want to encourage young people to abstain could 
have produced numerous witnesses here to support or to show that 
this type of training is working, and so with that I will yield what- 
ever time I have left to Mr. Issa. 

Mr. IsSA. I thank the gentleman, and I will try to use this time 
rather than any further time. 

Lois, Sam, if we can get you two to agree on things I think it 
would go a long way toward this committee doing the right thing. 
Nancy Reagan, a famous California lady, had the expression Just 
Say No when it came to drugs. It didn’t work, did it? People still 
use illegal drugs, don’t they? 

Ms. Capps. Yes, they do. 

Mr. Issa. OK. We agree. But don’t we also agree that the mes- 
sage of not doing illegal drugs is a good one to continue having? 

Ms. Capps. Are you asking me? 

Mr. Issa. Both of you. 

Ms. Capps. All right. I will answer quickly. 

Mr. Issa. I am looking for all yeses, because I think in a sense 
we are concentrating on what we disagree on rather than what we 
agree on. 

Ms. Capps. We agree on that, but I guess I would say knowing 
why you are saying no is a good idea. 

I apologize. I am going to have to leave the rest of this. 

Senator Brownback. I agree. 

Mr. Issa. So, Senator, continuing on with you, when we get to 
what is being called abstinence here, aren’t we really just saying 
no, but the reason it is a chorus and not just abstinence is that it 
takes longer to explain to young and women why there are advan- 
tages health-wise, relation-wise, future-wise, that, in fact, absti- 
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nence training is a process of teaching why waiting makes sense, 
isn’t it? 

Senator Brownback. Absolutely. And you didn’t touch on the 
emotional side of it, but you are dealing with a teenage person gen- 
erally with this, and the emotional side of this is so critical. And 
you are finding, too, in these studies that I have reviewed, that the 
abstinence programs that work the best generally spend the most 
time. They spend a lot of time drilling into these concepts as to 
why. And those are the ones that are more successful, not a super- 
ficial deal. 

Mr. IssA. So, just to conclude, because my time is limited, too, 
or Mr. Duncan’s time is limited, two things: one, even though we 
will not have 100 percent success in abstinence, even though the 
figures will show that it does not work all the time, there is no rea- 
son not to continue doing it, for the same reason as we continue 
to teach not to take illegal drugs because men and women are 
dying in America. 

Senator Brownback. Agreed. 

Mr. IssA. And then, last, when it comes to the other side of the 
issue, teaching people that transmittable diseases have to be pre- 
vented and teaching about the consequences of those, that has to 
be done regardless of whether you are teaching it through absti- 
nence or you are teaching it through other parts of sex education. 
That is just as important for men and women for their protection, 
young men and women. 

Senator Brownback. I have a book here that we could enter into 
the record that is an abstinence education booklet that teaches 
about that, as well. 

Mr. IsSA. Thank you. Mr. Chairman, I would ask the chairman’s 
consent that be entered into the record. 

Chairman Waxman. Without objection, that will be the order. 

Mr. IsSA. Thank you. Senator. 

Thank you, Mr. Chairman. 

Chairman Waxman. Ms. Watson, do you wish to take your time? 
What some of the Members are going to be doing on the other side 
is splitting their time. 

Ms. Watson. OK. I will be real quick. I would like permission 
to submit my speech into the record, please. 

Chairman Waxman. Without objection. 

Ms. Watson. I just wanted to say this. As I listened to these two 
very fine, fine colleagues of mine, I see an ideological discussion 
versus a reality discussion. Abstinence-only is more ideological 
rather than comprehensive sex education programs. Reality. 

I represent a community called Hollywood, and so many of the 
young people in my District and in California look at these per- 
formers as idols, and we watch their behavior and they pattern 
after that behavior. Abstinence-only does not reach in a com- 
prehensive way these young people, because they take their lead 
from what they see on the Internet, what they see on television, 
what they hear in terms of music. 

So my question is: how do we get to the range of experiences 
when we talk about abstinence-only? Also, I represent an area 
where there are no fathers in the home, and mothers are there tak- 
ing care the best they can. They are busy working one, two, and 
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three jobs. They don’t have time to focus on discussions of sex when 
the youngsters are on the streets and they take the lead from their 
peers. So my question to you, Senator Brownback: how do we then 
convey with funding only for — California turned down the absti- 
nence-only funds. How do we convey to our young people when we 
don’t have an intact home, we don’t have a functioning home, we 
don’t have two parents in the home, and we don’t have the re- 
sources to really address abstinence-only? We really need to look 
at a comprehensive sex education program. 

Senator Brownback. Well, No. 1, I think you and the chairman 
probably represent the Districts that could affect this debate more 
than anybody else in the whole world, and your working with peo- 
ple in your Districts would probably do the most to change this 
whole debate of anybody anywhere because of what is coming out 
culturally 

Ms. Watson. Taking back my time for a second, I have a bill out 
there that we are using films as diplomacy, it happens to be down 
in South Africa, because we are looking at the spread of HIV/AIDS. 
I would like to talk to you about going on as an author, because 
what we are trying to do is use those quality films to impress cer- 
tain behaviors in other people and certain respect for us here in the 
United States. I would like to talk to you about it, because we are 
trying to use a media to give the right messages. 

But I don’t see it in a narrow perspective of abstinence-only. We 
have to face the reality of the audiences that we are dealing with, 
and we are trying to do that through a means of communication. 
We are going to use films, Hollywood. 

Senator Brownback. I work with a number of people from Holly- 
wood a lot on African issues, because I have been involved a lot 
with the African continent. They are the ones that could change 
this debate more than anybody else. I would hope and pray they 
would do it in an abstinence and be faithful setting. 

Ms. Watson. But, you see, that is not the only means. 

Senator Brownback. I know that. 

Ms. Watson. Yes. 

Senator Brownback. You know that. But there is an expectation 
that we can set for society, we can set for our kids. You know, I 
want you to make all A’s. 

Chairman Waxman. And not see those movies and not listen to 
those records. 

Senator Brownback. But my point is I don’t set a low 
expectation 

Chairman Waxman. I think you can do t in Kansas, not only in 
Hollywood. 

Senator Brownback [continuing]. And nor should the Federal 
Government set a low expectation. 

Ms. Watson. Just the bottom line is I don’t think one size fits 
all, and that is the reason why California turned, because we deal 
with the realities of our various diversified segments of California, 
and we have to send a comprehensive message out there and hope 
that it can be backed up in the home and in the community as a 
whole. 

Senator Brownback. The comprehensive message hasn’t worked. 
We have one in two African American teenage girls with an STD. 
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Ms. Watson. Well, abstinence-only, and we have results from 
other areas where it has not worked, so I don’t know if we are 
using our money wisely. 

Thank you, and I yield back my time. 

Senator Brownback. The current approach hasn’t worked. 

Chairman Waxman. We are going to find out from the next 
panel, because they have done actual measurements, not just given 
us opinions. Let’s find out what has worked. 

Senator, we still have some other Members who wish to ask you 
some questions. 

Senator Brownback. I am way past due on another set of activi- 
ties that I was supposed to go to. I need to move on if I can, Mr. 
Chairman. 

Chairman Waxman. Well, my colleagues, I don’t know what to do 
here, but I think out of respect to the Senator, who has given us 
very generously a great deal of his time, I think we ought to re- 
lease him, unless there is objection. 

Mr. SouDER. Reserving the right to object, what I have said is 
I will yield my time first on the next panel to the Members on our 
side who didn’t get a chance. 

Senator Brownback. Mr. Chairman, thanks for your time and 
thanks for your courtesy. I appreciate both greatly. 

Chairman Waxman. Thank you so much. 

For our next panel we have the following witnesses who will 
share their assessment of the existing body of evidence on absti- 
nence-only and comprehensive sex education programs. 

Dr. John Santelli is a professor and Chair of the Halbren Depart- 
ment of Population and Family Health at the School of Public 
Health at Columbia University and a senior fellow at the 
Guttmacher Institute. He is a pediatrician, an adolescent medicine 
specialist who has conducted research on HIV/STD risk behaviors, 
programs to prevent STD, HIV, and unintended pregnancy among 
adolescents, women, school-based health centers, and research eth- 
ics. 

Dr. Georges Benjamin has been the executive director for the 
American Public Health Association, the oldest and largest organi- 
zation of public health professionals in the United States, since De- 
cember 2002. His prior positions include chief of staff for Emer- 
gency Medicine at Walter Reed, and he is also a member of the In- 
stitute of Medicine, National Academies of Science. 

Dr. Margaret J. Blythe is Chair of the Committee on Adolescence 
for the American Academy of Pediatrics. She is a professor of pedi- 
atrics at Indiana University School of Medicine. 

Dr. Stanley Weed is the director of the Institute for Research and 
Evaluation, which he and colleagues formed in 1988 to focus on so- 
cial problems and programs related to adolescence, including teen 
pregnancy, drug abuse, and delinquency. 

Finally, we are very honored to have Dr. Harvey Fineberg, presi- 
dent of the Institute of Medicine of the National Academies. At the 
lOM he has chaired and served on numerous health policy panels 
ranging from AIDS to new medical technology. 

The last two speakers on this panel will help us put a face on 
the scientific evidence we discuss here today. 
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At the age of 15, Shelby Knox led a campaign to replace her high 
school’s abstinence-only curriculum with medically accurate, com- 
prehensive sex education after realizing the programs were ineffec- 
tive in preventing rising teen pregnancy and sexually transmitted 
diseases. Today she is a writer and speaker on youth and reproduc- 
tive health. 

And Max Siegel leads student-based HIV prevention interven- 
tions and is a policy associate at the AIDS Alliance for Children, 
Youth and Families. 

We are pleased to have you here us at this hearing. Your pre- 
pared statements will be made part of the record in its entirety. We 
would like to ask each of you, however, to limit your oral presen- 
tations to no more than 5 minutes. 

Dr. Santelli, we will start with you. There is a button on the base 
of the mic. Please be sure it is pressed in so that the mic is work- 
ing. We will start with you. 

STATEMENTS OF JOHN SANTELLI, DEPARTMENT CHAIR, PRO- 
FESSOR OF CLINICAL POPULATION AND FAMILY HEALTH, 
MAILMAN SCHOOL OF PUBLIC HEALTH, AND PROFESSOR OF 
CLINICAL PEDIATRICS, COLLEGE OF PHYSICIANS AND SUR- 
GEONS, COLUMBIA UNIVERSITY; GEORGES BENJAMIN, EX- 
ECUTIVE DIRECTOR, AMERICAN PUBLIC HEALTH ASSOCIA- 
TION; MARGARET J. BLYTHE, M.D., CHAIR OF AMERICAN 
ACADEMY OF PEDIATRICS’ COMMITTEE ON ADOLESCENCE; 
STANLEY WEED, PH.D., DIRECTOR, INSTITUTE FOR RE- 
SEARCH AND EVALUATION; HARVEY FINEBERG, M.D., PH.D., 
PRESIDENT, INSTITUTE OF MEDICINE OF THE NATIONAL 
ACADEMIES; MAX SIEGEL, POLICY ASSOCIATE, AIDS ALLI- 
ANCE FOR CHILDREN, YOUTH AND FAMILIES; AND SHELBY 
KNOX, YOUTH SPE AKE R 

STATEMENT OF JOHN SANTELLI 

Dr. Santelli. Thank you. Chairman Waxman, distinguished 
members of the committee, and guests. Thank you all for the op- 
portunity today to speak to you about the health needs of adoles- 
cents and my own research on abstinence-only education. 

My name is John Santelli, as the chairman indicated. I am a pe- 
diatrician, a father, and chair a department at Columbia. 

Importantly, before moving to New York City I worked for 13 
years with the CDC and, in fact, 5 years as a school health doctor 
for Baltimore City, worked extensively in research ethics. 

In the past few years I have conducted research that seeks to un- 
derstand adolescent sexual behavior and the reasons for the recent 
declines in teen pregnancy rates. That is what I would like to 
speak with you about today. 

My written testimony goes into some of the other important sci- 
entific and ethical critiques that have been raised about absti- 
nence-only education for young people. I brought slides today, so I 
hope this works. 

[Simultaneous slide presentation.] 

Dr. Santelli. First I would like to speak about some of the de- 
mographic realities for young people. I would suggest to you that 
the current U.S. emphasis on abstinence-only or abstinence-until- 
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marriage is out of touch with the broad demographic trends and 
the realities of young people’s lives. Premarital sex is nearly uni- 
versal among young people. Based on CDC data, by the time one 
reaches age 44, 99 percent of Americans have had sex, and 95 per- 
cent have had premarital sex. 

This reality is the result of both trends toward an earlier age of 
sex, beginning in the 1960’s at some point, but also later trends in 
marriage. So, as the slide shows, in 1970 there was a gap, a small 
gap of only about a year-and-a-half between first sexual intercourse 
and marriage, but by 2002 the gap for young women was a full 8 
years. For young men it is more like 10 years. This is a fairly uni- 
versal phenomenon. It is seen around the globe, this rising age at 
marriage. And it suggests that trying to get young people to wait 
until marriage is going to be somewhat unrealistic. 

This is just to remind you of the statistic that has already been 
mentioned today. Teen pregnancy rates really declined fairly dra- 
matically. Beginning around 1990 both teen birth rates and teen 
pregnancy rates declined pretty dramatically. The biggest declines 
have been among young people, often among minority youth, and 
that is all good news. 

Of course, there is this worrisome trend that is a little hard to 
see, but in 2006 the birth rates went up. Let me then talk about 
some of the explanation for that. 

Recent declines in teen sexual activity appear to be unrelated to 
the Federal program. According to data from CDC, rates of sexual 
experience among high school kids grades 9 to 12 declined from 
about 54 percent in 1991 to about 47 percent in 2002, and essen- 
tially have been flat since 2001. 

Much of the reduction in the rates of adolescent sexual activity 
occurred before the Federal Government began widespread funding 
of abstinence education in 1998. You can see the points at which 
the two Federal programs were instituted. 

My own research suggests that most of the decline in teen preg- 
nancy rates, about 86 percent among 15 to 19-year-olds between 
1995 and 2002 was the result of improved contraceptive use. Not 
surprisingly, abstinence played a somewhat greater role for the 
younger kids, those 15 to 17, but even in that group three-quarters 
of the decline was the result of improved contraceptive use. This 
is data based on the CDC’s National Survey of Family Growth, but 
we have recently repeated that data using the Youth Risk Behavior 
Survey data, and again we found about 70 percent of that decline 
was the result of improved contraceptive use, consistent, I would 
suggest, with the European experience where European teens have 
much lower pregnancy rates, similar rates of sexual involvement, 
but much, much better contraceptive use, and therefore much lower 
pregnancy rates. 

Unfortunately, these positive trends in contraceptive use re- 
versed in 2005. Again, the top line is condom use, but you can see 
many of the other methods listed there. And you can see that in 
2005, again in the high school data, condom use declined some- 
what. Use of no method increased somewhat. This lines up pre- 
cisely with the increase in birth rates. It is only a 1-year change, 
but we need to keep monitoring this. 

Chairman Waxman. Thank you very much. Dr. Santelli. 
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Dr. Santelli. Am I out of time? 

Chairman Waxman. You are. 

Dr. Santelli. OK. 

Chairman Waxman. Do you want to make a concluding state- 
ment? 

Dr. Santelli. Let me just say one thing. I think a lot of what 
we are going to hear today or we have already heard today are dif- 
ferences of opinion about the facts. Good commonality on our goals. 
We all care about young people and I am glad to hear that. I think 
the panel today represents the folks who put together scientific and 
medical consensus in this country, and I hope we will stop arguing 
over the facts and move on to what we know works. 

Thank you. 

[The prepared statement of Dr. Santelli follows:] 
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Chairman Waxman, ranking member Davis, distinguished members of the Committee 
and guests, thank you for the opportunity to speak with you today about the needs of 
today’s adolescents and my professional findings about abstinence-only education. 

My name is John Santeiii and I am the Chairman of the Department of Population and 
Family Health at the Mailman School of Public Health at Columbia University. 1 am also 
a Senior Fellow at the Guttmacher Institute. 1 am a pediatrician, a father, and have served 
in leadership positions in medical and public health organizations including the Society 
for Adolescent Medicine and the American Public Health Association. I also directed the 
Applied Science Branch of the Division of Reproductive Health at the U.S. Centers for 
Disease Control and worked for the CDC for 1 3 years. I have worked extensively in 
research ethics for 15 years and chaired an Institutional Review Board at CDC for five 
years. 

I have conducted research in the past few years that seeks to understand trends in 
adolescent sexual behavior and the reasons for recent declines in teen pregnancy rates. I 
have also actively monitored the scientific literature on adolescent development, trends in 
sexual behavior, and effective programs to help teens avoid unplanned pregnancy and 
sexually transmitted diseases. 

Summary of Concerns About Abstinence-Only Education 

Numerous scientific and ethical critiques have been raised about abstinence-only 
education for young people. ITiese concerns are articulated in the reports from the 
Society for Adolescent Medicine, the American Public Health Association, and others. 
The Society for Adolescent Medicine’s position paper on abstinence-only education and 
policies is attached to my testimony. Key critiques include; 

• Abstinence-only-until-marriage as a program goal is out of touch with broad 
demographic trends toward both an earlier age at first sex and a later age at 
marriage. Indeed, 95 percent of Americans have intercourse prior to marriage 
(Finer, 2007). 

• Recent declines in adolescent sexual activity precede widespread federal funding 
of abstinence-only education in the U.S.; as such, federal abstinence-only 
programs are not responsible for reductions in adolescent sexual experience and 
teen pregnancy in the U.S. Rather, most of the decline in teen pregnancy rates in 
the U.S. can be attributed to better contraceptive use among adolescents. 
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• Evaluations of comprehensive sexuality education programs show that many 
programs help young people to delay intercourse. In addition these programs help 
young people use contraception and condoms when they do have intercourse. In 
contrast, abstinence-only programs that have been carefully evaluated have failed 
to demonstrate behavioral results. 

• Many abstinence-only programs withhold critical information or include 
misinformation, particularly about important health topics such as contraception 
and condoms. This puts young people at risk. Such programs are contrary to the 
medical ethical principle of informed consent and are a violation of human rights 
principles. 

Demographic Trends 


Evidence from the past several decades indieates that establishing abstinence until 
marriage as normative behavior is a highly challenging policy goal. In 1970, [See Figure 
1] there is a gap of only one and a half years between first sex and marriage; by 2002 this 
gap was a full eight years. Research has shown that over the past 40 years, the median 
age at first intercourse has dropped (and stabilized) at around age 17 in most developed 
countries (Teitler, 2002). At the same time, the median age at marriage has risen 
dramatically. Thus, expecting people to wait until marriage to engage in sexual 
intercourse is increasingly unrealistic. Almost all Americans initiate sexual intercourse 
before marriage (Finer, 2007). By the time they reach age 44, 99 percent of Americans 
have had sex, and 95 percent have done so before marriage. 


Figure 1. Declining Age of First Intercourse & 
Increasing Age of First Marriage in Women 
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Trends in Adolescent Sexual Activity and Teen Pregnancy 

Recent declines in teen sexual activity appear to be unrelated to federal abstinence 
programs [See Figure 2], According to the Centers for Disease Control and Prevention, 
rates of sexual experience declined from 54 percent in 1991 to 46 percent in 2001 and 
have been unchanged since 2001. Note that much of the reduction in rates of adolescent 
sex occurred before the federal government began widespread funding of abstinence-only 
education in FY1998. 


Figure 2. Ever had Sexual Intercourse, 
Grades 9-12, National YRBS 
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Teen birth and pregnancy rates declined impressively between 1991 and 2005. 

Two behaviors contribute directly to teen pregnancy: engaging in sexual intercourse and 
contraceptive use. From the 1960s through 1990, increasing involvement in sexual 
activity by teenagers in Western Europe and the United Slates was accompanied by 
sharply lower teen birth and pregnancy rates in most countries, due to greatly improved 
contraceptive use. Today, better use of contraceptives is the major behavioral difference 
between European and U.S. teenagers (Santelli, Sandfort, and Orr, 2008). Rates of 
sexual activity are similar, but European teens have much higher use of oral 
contraceptives and use of the “double Dutch” method - simultaneous use of condoms and 
hormonal methods. 

Throughout the 1990s, teen sexual activity in the U.S. decreased and contraceptive use 
improved. Much of the improvement in contraceptive use was related to increasing 
condom use: between 1991 and 2001 condom use at last intercourse by young women 
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rose from 38 percent to 51 percent (Santelli et al., 2004). Increases in teen condom use in 
the 1980s were even more dramatic. 

My own research suggests that 86 percent of the decline in teen pregnancy rates among 
15-19 year olds between 1 995 and 2002 was the result of improved contraceptive use. 
Among younger teens (15-17 years old), three-quarters of the decline was the result of 
improved contraceptive use. 1 have attached my paper entitled “Explaining Recent 
Declines in Adolescent Pregnancy in the United States; The Contribution of Abstinence 
and Improved Contraceptive Use” to this testimony. My colleagues and I have recently 
repeated this calculation tor 1991 to 2003 using data from the Youth Risk Behavior 
Survey which is conducted nationwide with high schools students and found similar 
results. Improvements in contraceptive use between 1991 and 2003 were responsible for 
70 percent of the decline in teen pregnancy. 

Thus, while an increase in abstinence (i.e., fewer teens having sexual intercourse) 
explains some of the decline in teen pregnancy rates in the 1 990s, more recently there 
appears to be little impact of abstinence on teen birth or pregnancy rates. 


Figure 3. Contraceptive Use at Last Sex, Women 
in Grades 9-12, National YRBS 



Unfortunately these positive trends in contraceptive use reversed in 2005. Both no use of 
contraception and decreases in condom use occur in the most recent data (Santelli, Orr, 
and Lindberg, in preparation). These reversals coincide with increases in teen birth rates 
in 2006 - after steady declines over the previous 14 years. 

Evaluations of Comprehensive Sexuality Education and Abstinence-Only Programs 

There is now an extensive body of research that demonstrates that comprehensive 
sexuality education programs that include information about both abstinence and 
contraception and share several other key characteristics, are effective in helping young 
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people to delay the onset of sexual intercourse and to use contraception and/or condoms 
when they do have intercourse (Kirby, 2007). Dr. Douglas Kirby conducted an analysis 
for the National Campaign to Prevent Teen and Unintended Pregnancy that examined 
well-designed studies and evaluated whether or not programs designed to reduce teen 
pregnancy and sexually transmitted infections, including HIV, actually worked in 
changing behavior. That meta-analysis shows compelling evidence that programs that 
include information on both abstinence and contraception and display a number of other 
characteristics are effective in helping young people to abstain or protect themselves from 
pregnancy and STDs. In fact, his review carefully examined 48 comprehensive programs 
and found that nearly half of them delayed the initiation of sex, nearly half increased 
condom use and 63 percent reduced sexual risk through changes in multiple behaviors 
(Kirby, 2007; Kirby, 2008). 

In contrast, rigorous evaluations of abstinence-only programs find little evidence of 
efficacy for abstinence-only education. None of the well-designed evaluations of 
abstinence-only programs has presented strong evidence of an impact on behaviors. 

The Mathematica evaluation of the Title V program (Trenholm et ah, 2007), released in 
April 2007, found no measurable impact on increasing abstinence or delaying sexual 
initiation among participating youth or on other important health behaviors such as 
condom use. This well funded and well conducted evaluation examined four abstinence- 
only programs, tracking youth over four years. One of the few measurable impacts of the 
programs was a decrease in adolescent confidence regarding the ability of condoms to 
prevent HIV and other sexually transmitted diseases. Similar results on program efficacy 
were found by Underhill, who conducted a systematic review of abstinence-only 
programs (Underhill, 2007). In other words, comprehensive sexuality education programs 
are actually better than abstinence-only programs at helping young people to abstain from 
sex. 

Virginity Pledges 

Virginity pledging, one which is one approach to encouraging abstinence until marriage 
among youth, appears to have little long-term benefit in preventing outcomes such as 
sexually transmitted infections. A longitudinal study by Bruckner and Bearman found 
that teens who signed abstinence pledges, when compared to non-pledgers, experienced 
similar rates of sexually transmitted infection (Bruckner and Bearman, 2005). Pledgers 
did delay sexual intercourse for a limited period, but when they did start having sex, they 
were less likely to use condoms. They were also less likely to seek reproductive health 
care compared to non-pledgers leaving them at increased risk for unintended pregnancy 
and sexually transmitted infections. 

Medical Accuracy and Complete Information for Youth 

A December 2004 Congressional report on federal abstinence programs from the U.S. 
House of Representatives’ Committee on Government Reform - Minority Staff found that 
1 1 of the 1 3 most frequently used curricula contained false, misleading or distorted 
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information about reproductive health — including inaccurate information about 
contraceptive effectiveness, purported health risks of abortion, and other scientific errors 
(Waxman Report, 2004), Concerns about the accuracy of information included in 
abstinence-only programs have also been raised by many different professional 
organizations. Over the past several years, my colleagues and 1 at Columbia University 
have explored this issue. Our recent review of abstinence-only curricula found similar 
inaccuracies, particularly misinformation about the efficacy of condoms and 
contraception. A copy of my analysis entitled, “The Accuracy of Condom Information in 
Three Selected Abstinence-Only Education Curricula,” is attached to this testimony 
(Santelli, 2008). In addition, I have developed an overview article entitled, “Medical 
Accuracy in Sexuality Education: Ideology and the Scientific Process,” which explores 
the concept of medical accuracy in sexuality education and is attached to this testimony 
for your review (Santelli, in press). That article includes information about the 21 states 
that require medical or scientific accuracy in the provision of sexuality or HIV/AIDS 
education and an overview of the systems that are in place to determine scientific 
consemsus. 

Ethical and Human Rights Concerns 

As a physician, I am expected to provide information this is both accurate and complete 
to my patients. The premise of federal abstinence-only programs are antithetical to this 
basic principle of medical ethics. Abstinence-only programs require teachers and health 
educators to conceal information about risk reduction measures such as condoms and 
contraception - or risk loss of federal funding. Misinformation about condoms is of 
particular concern given the high rates of sexually transmitted diseases among young 
people in the United States. 

For all of these reasons and more, the leading medical and health organizations in this 
country have taken the position that abstinence-only education is inappropriate for young 
people. On this panel you are hearing from two of the key organizations with concerns 
about abstinence-only approaches, the American Public Health Association and the 
American Academy of Pediatrics. Abstinence-only education is also opposed by the 
American Medical Association, the Society for Adolescent Medicine, the Institute of 
Medicine, and the American Foundation for AIDS Research. 

Recommendations: 


As someone who is deeply committed to the well-being of young people, I urge the 
committee to encourage policies that will better serve the needs of America’s youth. 

• Congress should develop policies to improve adolescent reproductive health 
based on sound scientific evidence and the realities of adolescents’ lives. 
Policies should support what we know works in helping young people to stay 
healthy. 

■ Congress should require medical accuracy in all federally-supported health 
education activities. 
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■ Congress should end federal support for abstinence-only programs that require 
withholding potentially life-saving information. Teachers should be allowed to 
teach. Indeed, policy makers have an ethical obligation to ensure that young 
people have the critical information they need to protect their health. 

■ Congress should help ensure that every American adolescent has access to age- 
appropriate, comprehensive sexuality education and comprehensive health care 
services to help young people to avoid HIV, other STDs and unplaimed 
pregnancy. This approach is consistent with the scientific evidence about what 
works and echoes the overwhelming support of America’s parents and physicians. 

Thank you. 
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Position paper 

Abstinence-only education policies and programs: A position paper of 
the Society for Adolescent Medicine 


Summary 

Abstinence from sexual intercourse represents a healthy 
choice for teenagers, as teenagers face considerable risk U> 
their reprtxluctive health from unintended pregnancy and 
sexually transmitted infections (S'FIs) including infection 
with the human immunodeficiency virus (HIV). Remaining 
abstinent, at least through high school, is strongly supported 
by parents and even by adolescents themselves. However, 
few Americans remain abstinent until marriage, many do 
not or cannot marry, and most initiate sexual intercourse and 
other sexual behaviors as adolescents. Abstinence as a be- 
havioral goal is not the same as abstinence-only education 
programs. Abstinence from sexual intercourse, while theo- 
retically fully protective, often fails to protect agaiasi preg- 
nancy and disease in actual practice because abstinence is 
not maintained. 

Providing “abstinence only” or “abstinence until mar- 
riage” messages as a sole option for teenagers is flawed 
from scientific and medical ethics viewpoints. Efforts to 
promote abstinence should be based on sound science. Al- 
though federal support of abstinence-only programs has 
grown rapidly since 1996, the evaluations of such programs 
find little evidence of efficacy in delaying initiation of 
sexual intercourse. Conversely, efforts to promote absti- 
nence, when offered a.s pan of comprehensive reproductive 
health promotion programs that provide information about 
contraceptive options and protection from STIs have suc- 
cessfully delayed initiation of sexual intercourse. Moreover, 
abstinence-only programs are ethically problematic, being 
inherently coercive and often providing misinformation and 
withholding information needed to make infonned choices. 
In many communities, ab.stinencc-only education (AOE) 
has been replacing comprehensive sexuality education. In 
some communities, AOE has become the basis for suppres- 
sion of free speech in schools. Abstinence-only education 
programs provide incomplete and/or misleading informa- 
tion about contraceptives, or none at all, and are often 
insensitive to sexually active teenagers. Federally funded 
absiinence-until-marriage program.s discriminate against 
gay, lesbian, bisexual, transgender and questioning youth. 


as federal law limits the definition of marriage to hetero- 
sexual couples. 

Schools and health care provider should encourage ab- 
stinence as an important option for teenagers. “Abstinence- 
only” as a basis for health policy and programs should be 
abandoned. 

Background 

Abstinence from sexual intercourse is an important be- 
havioral strategy for preventing STIs and unwanted preg- 
nancy among adolescents and adults. Sexually active teen- 
agers face considerable risk to their reproductive health 
from unintended pregnancy and STIs including infection 
with HIV. Although health professionals often are primarily 
concerned with the potentially serious consequences of ad- 
olefvceni sexual behavior, we also recognize that sexuality Ls 
integral to human nature and has many positive mental 
health consequences. 

Abstinence, as the term is used by program planners and 
policymakers, is often not clearly defined in behavioral 
terms, nor is the term used consistently. Abstinence may be 
defined in behavioral terms, such as “postponing sex” or 
“never had vaginal sex." or refraining from further sexual 
intercourse If sexually experienced. Programmatically, ab- 
stinence is also frequently defined in moral terms, using 
language .such as “chaste” or “virgin,” and framing absti- 
nence as an attitude or a commitment in addition to a 
behavior [1]. Federal regulations for state abstinence edu- 
cation funding adopt a moral definition of abstinence, re- 
quiring that abstinence education “teaches that a mutually 
faithful monogamous relationship in the context of marriage 
is the expected standard of human sexual activity” [2]. 

Although abstinence until marriage is the goal of many 
ahslinence policies and programs, few Americans wait until 
marriage to initiate sexual intercourse. Recent data indicate 
that the median age at first intercourse for women was 17.4 
years, whereas the median age at first marriage was 25.3 
years [3.4]. For men, the corresponding median age at first 
intercourse wa.s 17.7 years, whereas the age at first marriage 
was 27.1 years {3,4]. 
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Although advocates of abslinence-onJy government pol- 
icy have suggested that psychological harm is a conse- 
quence of sexual behavior during adolescence, there are no 
scientific data suggesting that consensual sex between ado- 
lescents is harmful. Mental health problems are associated 
with early sexual activity, but these siudiKi suggest that 
sexual activity is a consequence not a cause of these mental 
health problems [5-8j. We know little about how the deci- 
sion to remain abstinent until marriage may promote per- 
sonal resilience or sexual function/dysfunction in adult- 
hood. 

Opinion polls suggest considerable support for absti- 
nence as a public health goal, but also indicate strong 
support for education about contraception and for access to 
contraception for sexually active teenagers 19]. Most teens 
(94%) and adults (91%) think it is somewhat or very im- 
portant for .society to give teens a strong message that they 
should not have sex until they are at least out of high school 
[9]. However, most adults (75%) and teens (81%) want 
young people to receive more information about both ab- 
stinence and contraception [9]. 

Current federal policy and programs 

The federal government has greatly expanded support for 
abstinence-only programs since 1996. This support includes 
funding to states provided under Section 510 of the Social 
Security Act, originally enacted in 1996, and under 
Community-Based Abstinence Education projects, funded 
through the Special Projects of Regional and National Sig- 
nificance (vSPRANS) program cstabli.shed in 2000. These 
programs focus on a restricted vision of abstinence promo- 
tion and prohibit disseminating information on contracep- 
tive services, sexual orientation and gender identity, and 
other aspects of human sexuality [lOJ. Federal funding 
language promotes a specific moral viewpoint, not a public 
health approach. These federal programs present question- 
able and inaccurate opinions as fact, and specifically pro- 
hibit information about healthy alternatives to abstinence 
such as condom and other contraceptive use. 

Section 510 programs must have as their “exclusive 
purpose” the promotion of abstinence outside of marriage 
for people of any age and may not in any way advocate 
contraceptive use or discuss contraceptive methods except 
to emphasize their failure rales [10]. Section 510 provides 
an eight-point definition of abstinence-only education. Un- 
der Section 510, abstinence education is defined as an ed- 
ucational or motivational program which: 

1. has as its exclusive purpose, teaching the social, 
psychological, and health gains to be realized by 
abstaining from sexual activity; 

2. teaches abstinence from sexual activity outside mar- 
riage as the expected sland^d for all school-age 
children; 


3. teaches that abstinence from sexual activity is the 
wily certain way to avoid out-of-wedlock pregnancy, 
sexually transmitted diseases, and other associated 
health problems; 

4. teaches that a mutually faithful monogamous relation- 
ship in the context of marriage is the expected stan- 
dard of human sexual activity; 

5. teaches that sexual activity outside of the context of 
marriage is likely to have harmful psychological and 
physical effects; 

6. teaches that bearing children out-of-wedlock is likely 
to have harmful consequences for the child, the 
child's parents, and society; 

7. leaches young people how to reject sexual advances 
and how alcohol and drug use increases vulnerability 
to .sexual advances; and 

8. teaches the importance of attaining self-sufficiency 
before engaging in sexual activity. 

The initial implementation of Section 510 has allowed 
funded programs to emphasize different aspects of Uiese 
eight points as long as the program did not contradict any of 
them. The intent of the SPRANS program has been more 
rigid; to create “authentic” abstinence-only programs, in 
response to concerns that states were using funds for “soft” 
activities such as media campaigns instead of direct class- 
room instruction and were targeting younger adolescents. 
Programs funded under SPRANS must leach all eight com- 
ponents of the federal definition, they must target 12-18- 
year-olds, and, except in limited circumstances, they cannot 
provide young people they serve with information about 
contraception or safer-sex practices, even with their own 
nonfederal funds. Funding for this program also bypasses 
the 510 program's stale approval processes and makes 
grants directly to community-based organizations, including 
faith-based organizations. Virtually all the growth in fund- 
ing since FY2001 has come in the SPRANS program. 

Evaluations of abstinence-only education and 
comprehensive sexuality education programs 
in promoting abstinence 

To demonstrate efficacy, evaluations of specific absti- 
nence promotion programs must address a variety of meth- 
odological issues including clear definitions of abstinence, 
appropriate research design, measurement issues including 
social desirability bias, the use of behavioral changes and 
not just altitudes as outcomes, and biological outcomes such 
as STIs [II]. Two recent reviews [12,13] have evaluated the 
evidence supporting abstinence-only programs and compre- 
hensive sexuality education programs designed to promote 
abstinence. Neither review found .scientific evidence that 
abstinence-only programs demonstrate efficacy in delaying 
initiation of sexual intercourse. Likewise, research on ado- 
lescents taking virginity pledges suggest that failure rates 
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for ihe pledge arc very high, especially when biological 
outcomes such as STJs are considered { 14]. Although it has 
been suggested dial abstinence-only education is l{K)% ef- 
fective, these studies suggest that, in actual practice, effi- 
cacy may approach zero. 

A recent Congressional committee report 115] found 
evidence of major errors and distortions of public tealth 
information in common abstinence-only curricula. Eleven 
of the 13 curricula contained false, misleading, or distorted 
information about reproductive health, including inaccurate 
information about contraceptive effectiveness and risks of 
abortion. The report found that several of the curricula 
handle stereotypes about girls and boys as scientific fad 
(e g., portraying girls as weak or dependent or meat as 
sexually aggressive and lacking emotional depth) or blur 
religious and scientific viewpoints. 

A rigorous national evaluation of abstinence-only edu- 
cation is currently being conducted with support from the 
Department of Health and Human Service’s Office of the 
Assistant Secretary for Planning and Evaluation 116|. 

Adverse impact of abstinence-only policies on sexuality 
education and other public programs 

Although health professionals have broadly supported 
comprehensive sexuality education [17-20], increasingly 
abstinence-only education is replacing more comprehensive 
forms of sex education in the nation’s schools. Recent 
reports describe teachers and students being censured for 
responding to questions or discussing sexuality topics that 
are not approved by the school administrators (21]. Data 
from the School Health Policies and Programs Study in 
2000 found that 92% of middle and junior high schools and 
96% of high schools taught abstinence as the best way to 
avoid pregnancy, HIV, and STls; only 21% of middle 
schools and 55% ofhigh schools taught how to correctly use 
a condom [22], Between 1988 and 1999, there was a sharp 
decline in the percentage of teachers who supported teach- 
ing about birth control, abortion, and sexual orientation and 
in the percentages who actually taught these subject [23]. 
In 1999, 23% of secondary school sexuality education 
teachers taught abstinence as the only way to prevent preg- 
nancy and STIs, compared with only 2% who had done so 
in 1988. In 1999, one -quarter of sex education teachers said 
they were prohibited from leaching about contraception. 
Similar declines in school-based sexuality education are 
reported by teens [3]. In 2002, about one-third of teens 
15- 19-year-olds reported not having received any formal 
instruction about methods of birth control before turning 18. 

Likewise, federal funding requirements in the Title X 
program and for HIV/AIDS prevention programs have in- 
creasingly focused on abstinence promotion [24]. .Such re- 
quirements have redirected efforts from other important 
objectives. 

Abstinence-only policies by the U.S. government have 
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also influenced global HIV prevention efforts. The Presi- 
dent’s Emergency Plan for AIDS Relief (PEPFAR), focus- 
ing on 15 HIV-afflicted countries in sub-Saharan Africa, the 
Caribbean and Asia, requires grantees to devote at least 33% 
of prevention spending to abstinence-until-marriage pro- 
grams. The U.S. government policy has become a source for 
misinformation and censorship in these countries and also 
may have reduced condom availability and access to accu- 
rate HIV/AIDS information [25]. 

Abstinence-only sex education and sexually active 
and GLBTQ youth 

Programs geared to adolescents who have not yet en- 
gaged in coitus sy.stematically ignore sexually experienced 
adolescents, a group with different reproductive health 
needs who likely require a different approach to abstinence 
education [26]. Sexually experienced teens need access to 
complete and accurate information about contraception, le- 
gal rights to health care, and ways to access reproductive 
health services, none of which are provided in abstinence- 
only programs. 

Likewise, federally funded abstinence-until-marriage 
programs discriminate against gay, lesbian, bisexual, trans- 
gender and questioning (GLBTQ) youth because federal 
law limits the definition of mtuxiage to heterosexual cou- 
ples. Approximately 2.5% of high school youth self-identify 
as gay, lesbian or bisexual [27] and as many as one in 10 
teenagers struggle with Issues regarding sexual orientation 
[28j. GLBTQ adolescents often are fearful of rejection or 
discrimination due to their orientation; they are frequently 
subjected to harassment, discrimination, and violence. Ho- 
mophobia may contribute to health problems such as sui- 
cide, feelings of isolation and loneliness, HIV infection, 
substance abuse and violence among GLBTQ youth [29]. 
Abstinence-only sex education classes are unlikely to meet 
the health needs of GLBTQ youth, as they largely ignore 
issues surrounding homosexuality (except when discussing 
transmission of HIV/AIDS), and often stigmatize homosex- 
uality as deviant and unnatural behavior [30J. 

The human right to sexual health information 

Although abstinence is often presented as the moral 
choice for teenagers, the current federal approach to 
abstinence-only funding raises serious ethical and human 
rights concerns. Abstinence-only education policies have 
implications at a public and individual level. Access to 
complete and accurate HIV/AiDS and sexual health infor- 
mation is a basic human right and is essential to realizing 
the human right to the highest attainable standard of health. 
Governments have an obligation to provide accurate infor- 
mation to their citizens and eschew the provision of misin- 
formation; such obligations extend to state-supported health 
education and health care services [3!]. These legal guar- 
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antees are found in a number of iniemaiional trebles, which 
provide that all people have the right to “seek, receive and 
impart information and ideas of al! kinds,” including infor- 
mation about their health [32-34]. Access to accurate health 
information is a basic human right that has also been de- 
scribed in international statements on reproductive rights 
such as the Programme of Action of the IntematiOTial Con- 
ference on Population and Development — Cairo, 1994 {35]. 
These international treaties and statements clearly define the 
important responsibility of governments to provide accurate 
and complete information on sexud health to their citizens. 


Ethical obligations of health care providers and health 
educators 

Health care providers and health educators have ethical 
obligations to provide accurate health information. Patients 
and students have rights to accurate and complete informa- 
tion from health professionals. Health care providers may 
not withhold information from a patient in order to iniluence 
their health care choices. It is unethical to provide misin- 
formation or withhold information about sexual health that 
teens need in order to protect themselves from STls and 
unintended pregnancy. Withholding information on contra- 
ception to iniluence adolescents to become abstinent is 
inherently coercive and may cause teenagers to use ineffec- 
tive (or no) protection against pregnancy and STIs. Current 
federal abstinence-only legislation is ethically problematic, 
as it excludes accurate information about contraception, 
misinforms by overemphasizing or misstating the risks of 
contraception, and fails to require the use of scientifically 
accurate information while promoting approaches of ques- 
tionable value. Additionally, “abstinence until marriage” 
curricula are commonly provided to those teens who are 
already sexually experienced and to GLBTQ youth, ignor- 
ing their pressing needs for accurate information to protect 
their health. These ethical obligations to provide complete 
and accurate infonnation also are the ba.si,s for the strong 
support among medical professionals for comprehensive 
sexuality education in schools (17-191 and recent state 
legislative attempts to require that these sexuality education 
programs provide medically accurate information [e.g.. Cal. 
Education Code § 51933}. 


Positions of the Society for Adolescent Medicine 

(SAM) 

• Abstinence is a healthy choice for adolescents. The 
choice for abstinence should not be coerced. SAM 
supports a comprehensive approach to sexual risk re- 
duction including abstinence as well as correct and 
consistent use of condom.s and contraception among 
teens who choose to be sexually active. 


• Efforts to promote abstinence should be provided 
Within health education programs that provide adoles- 
cents widi complete and accurate information about 
sexual health, including information about concepts of 
healthy sexuality, sexual orientation and tolerance, 
personal responsibility, risks of HIV and other STIs 
and unwanted pregnancy, access to reproductive 
health care, and benefits and risks of condoms and 
other contraceptive methods, 

• Individualized counseling about abstinence and sexual 
risk reduction are important components of clinical 
care for teenagers. 

• Health educators and clinicians caring for adolescents 
should promote .social and cultural sensitivity to sex- 
ually active youth and gay. lesbian, bisexual, Irans- 
gendered and questioning youth. Health education 
curricula should also reflect such sensitivity. 

• Governments and schools should eliminate censorship 
of informaiion related to human sexual health. 

• Government policy regarding sexual and reproductive 
health education should be science-based. Governments 
shtHild increase support for evaluation of programs to 
promote abstinence and reduce sexual risk, including 
school-based inten'entions, media efforts and clinic- 
based interventions. Such evaluations should utilize rig- 
orous research methods and should assess the behavioral 
impjKrt as well as STIs and pregnancy outcomes. The 
results of such evaluations should be made available to 
the public in an expeditious manner. 

• Current U.S. federal law and guidelines regarding absti- 
nence-only binding are ethically flawed and interfere 
with (undamcmal human rights. Current federal funding 
requirements as outlined in Subsections A-H of Section 
510 of the Social Security Act should be repealed. Cur- 
rent funding for absiincttce-only programs should be 
replaced with funding for programs that offer compre- 
hensive, medically accurate sexuality education. 


Endorsement 
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RESEARCH AND PRACTICE 


Explaining Recent Declines in Adolescent Pregnancy 
in the United States: The Contribution of Abstinence 
and Improved Contraceptive Use 

[ John S. Santelli. MD. MPH, Laura Duberstein Lindberg. PhD, Lavwence B. Rner, PhD. arKl Susheela Singh. PhD 


Obfecth/es. We explored the relative contributions of declining sexual activity 
and improved contraceptive use to the recent decline in adolescent pregnancy 
rates In the United States. 

Mef/iods. We used data from 1995 and 2002 for women 15 to 19yearsof age to 
develop 2 indexes: the contraceptive risk index, summarizing the overall effec- 
tiveness of contraceptive use among sexually active adolescents (including nonusel, 
and the overall pregnancy risk index, calculated according to the contraceptive risk 
index score and the percentage of individuals reporting sexual activity. 

Results. The contraceptive risk index declined 34% overall and 46% among 
adolescents aged 15 to 17 years. Improvements in contraceptive use included 
increases in the use of condoms, birth control pills, withdrawal, and multiple 
methods and a decline in nonuse. The overall pregnancy risk index declined 38%, 
with 86% of the decline attributable to improved contraceptive use. Among ado 
lescenis aged 15 to 17 years, 77% of the decline in pregnancy risk was attributa- 
ble to improved contraceptive use. 

Conclusions. The decline in US adolescent pregnancy rates appears to be fol- 
lowing the patterns observed in other developed countries, where improved con- 
traceptive use has been the primary determinant of declining rates. (Am J Pub- 
lic Health. 2007;97:150-156. doi:10.2105/AJPH.2006.089169) 


In recent years, the United States lias had the 
highest rate of adolescent pregnancy of any of 
the worid’s developed nations.*'^ liowew^r, 
since 1991 these rates have declined dra- 
matically. iVegnancy rates among 15- to 19- 
year-olds dedined 27% from 1991 to 2000,^ 
and birtli rates (for which more recent pub- 
lished data are available) dropped 33% be- 
tween 1991 and 2003.’* 

Ihe pattern of decline in US birth rates 
among adolescents is considerably different 
from the pattern in non-English-speaking Eu- 
ropean countries, where adolescent preg- 
nancy rates peaked between 1965 and 1980 
and then dropped dramatically.* LitUe of the 
decline m Europe seems attributable to delay 
in initiation of sexuaJ intercourse, pven tlrat 
tlie median age at initiation has fallen since 
1965, indicating that more teens were having 
sex ' * In fact, the age at which young people 
initiate sexual activi^ has become increas- 
ingly similar across develof)ed countries.*-* A 
mid-1990s analysis of 5 developed a)untries 
showed that adolescents in the United States 
initiated sexual activity at an age similar to 
dial of adolescents in Sweden. France, Can- 
ada, and Great Britain but that they used con- 
traceptives less frequentiy.* 

Reductions in adoie.scent pregnancy rates 
are the result of shifts in 2 key underlying be- 
haviors: sexual activity and contraceptive use. 
Between 1971 and 1988, age at sexual initia- 
tion among US teenagers became increasingly 
younger, as demorxstrated by ina eases in tlie 
proportion of adolescents wlio had ewer expe- 
rienced coitus.^"® At the beginning of the 
i990s this trend reversed, and declines in 
early sexual experience have since been doc- 
umented in both school-based and household 
surveys- 

Sodal consen-atives in the United Stales 
have asQ-ibed much of the recent decline 
in adolescent pregnancy rates to ina<.’asecl 


abstinence from sexual intercourse.'^ Conse- 
quently, the US government now promotes 
abstinence until maniage ("abstinence only") 
as its primary prevention message for teen- 
agers.''* Rederal government requirements for 
abstinencc-ortly programs specify that these 
programs must have as their “exclusive pur- 
pose" the promotion of abstinence outside of 
marriage and that they must not, in any way. 
advocate contraceptive use or discuss contra- 
ceptive mediods other than to emphasize 
their failure rates.** 

Federal government funding for abstinence- 
only education m the United States has ^wn 
rapidly ^ce 1998, despite a lack of scientific 
evidence in suf^rt of these programs and 
concerns about their infonnational content 
and ethical aa^stability.**-” In addition, the 
federid government, throu^ its foreipi aid 
pn^ams. has vigoitmdy promoted absti- 
nence as a means of preventing HfV infection 
among adolescents.'* 

In a previous analysis, we examined nation- 
ally representative data derived from samples 


of US high-school students in an attempt to 
understand declining adolescent pregnanty 
rates.'" We found signiffcantincrcases in use 
of contrecq>lion among 15- to 17-year-olds 
behveen 1991 and 2001 and estimated that 
improved contraceptive use and dday in iru'd- 
ation of intercourse made equal contribulions 
to declining pregnancy rates, 

In an effort to update that study, we con- 
ducted a more comprehensive analysis of 
the roles of increased contraceptive use and 
delayed initiation of sexual activity in ex- 
plaining changes in pregnancy risk over the 
period 1995 to 2002 among young people 
aged 15 to 19 years. We used data from the 
1995 and 2002 versions of the National 
Survey of Family Growth (NSFG), a nation- 
ally repre.sentative household survey tliat 
provides more complete coverage of female 
adolescents (particularly older adolescents 
and those who aie out of school) than high- 
.school .surveys, 'fhe NSf'G also provides de- 
tailed information about contraceptive use, 
allowing assessment of trends in dual- and 
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multiple-nietho(! use. which can greatly re- 
duce pregnancy risk. 

METHOOS 

Data 

'riie NSl'G is a periodic (every 7 years) na- 
tional probabib'ty survey conducted among 
noninstitutionalized adult (15-44 years of 
age) residents of the United States.’’ Our 
analyses were limited to young women who 
were aged 15 to 19 years at the time they 
were interviewed in 1995 {n = 1396) or 
2002 (n==ll50) Further infoimation about 
the design of the NSf-G is available elsewhere 
(http//www.cdcgov/nchs/nsfg.htm ), 

Measures 

Sexual activity and contmeeptive use. We re- 
coded the publicly available NSFG data to in- 
•’rease die comparability of the relevant mea- 
sures in the 2 waves of data collection. Our 
analyses were based on 2 central measures; 
recent sexual activity and contraceptive use at 
most recent intercourse. Young women who 
had engaged in vaginal intercourse at any 
point during the 3 montlis before the inter- 
view were defined as having been recently 
sexually active. For comparison purposes, 
we also examined the percentage of young 
women in each group who were sexually 
experienced (i,e , had ever engaged m vaginal 
intercourse). 

We asscissed contraceptive use at most re- 
cent sexual intercourse only among women 
who had been sexually active in the preced- 
ing 3 months, reducing measurement issues 
relied to recall. Women could report use of 
up to 4 contraceptive methods in combina- 
tion at their most recent sexual intercourse or 
no contraceptive use. Young womcm who 
were pregnant at the time of die interview 
(55 in 1995, 32 in 2002) were coded as 
having used the contraceptive method they 
were using when they became pregnant (most 
were using n<} method); these data were col- 
lected in a separate section of the interview in 
which detailed Wstories were obtained. 

Contraceptive failure rates In addition to the 
sexual activity ami contraceptive use mea- 
sures, our calailations required measures of 
metliod-speafic contraceptive failure rates 
(CFKs). A “tyjiicai-use” CFR is the number of 
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pregnanctes oexarring among 100 women 
using a spralic conttao^ve method over a 
12-month period- We used pufcd^ed Cl-Tls 
for womCT's fir^ year of use based on 

tlic 1988 and 1995 versiims the NSFXJ. 
adjusted for underreporting of abortion.'*’ 
Failure rates from the 2002 NSFG were not 
available at the time this artide was written 

The failure rate &«■ nonuse irf contracep- 
tion was based on widdy aix^ted data pn> 
vtded TnisseU.® V\fe estimated faOime rates 
for combuied method use at mtBt recent in- 
tercourse by multiplying the method-spedRc 
failure rates calculated for the 2 methods. 
Although women could rqxnt simultaneous 
use <4" up to 4 contracq^tive methods, we 
limited our failure rate calculations to the 2 
nKKt effective methods. 

Risk indices. We created 2 related indexes 
for this study; { 1 ) the contraceptive risk 
index, a vreighted-average contracqitive use/ 
nonuse pregnancy risk index (the same as 
our previously labeled weighted-average con- 
traceptive failure rate index'*’), and (2) the 
overall pre^ancy ride index. The contracq)- 
tive risk index summarizes the overall effec- 
tiveness of a group’s contraceptive use and 
essentially rcf^esents pregnancy risk for the 
sexually active proportion of that population 
by summing the product of each method-spe- 
cific failure rale and the proportion of those 
who are sexually active using that method at 
their most recent sexual intercourse. '*■’’* In 
tiiese calculations, nonuse of contraception 
was considered a “method” involving a 
dfic risk of fH^piancy. Thus, here the contra- 
ceptive ride index can be repre.sented as fol- 
lows; £(percentage of sexually active women 
using method xxCFH for method x). where 
x=each specific method or method combina- 
tion. (The CFR for each method is reported 
in Table 2.) 

The overall pregnancy risk index summa- 
rizes the risk of pregnancy among all adoles- 
cents (induding those who are not cuireotiy 
sexually active), incorporating information 
about both tlie level of recent sexual activity 
and the level of contracqitive risk among 
these who were sexually active at the time of 
tlie study. Thus, the overdi pregnancy ride 
can be defined as fidlows; percentage of 
women who were sexually active multiplied 
by contraceptive ndc mdex 


Data on pregnancies. We used data on 1991 
to 2000 pre^ancy and birth rates obtained 
from tJie National Center for Health Statistics to 
compare our measure of overaU pre^ancy risk 
with actioal pregnancy rates.^ Tlte pregnancy 
rates for 2001 were computed using the same 
method emjrfcyed by the National Carter for 
Health Statistics, lb ratimale pregnancy rates 
for 2002. we calculated a linear extrapolation 
based on changes from 1995 to 2001. 

Analysis 

We initially estimated, for both 1995 and 
2002, the percentages of female adolescents 
who were sexudly active. We then tested for 
changes in percentage over time overall and 
by age and race/ethnicaty. Next we measured 
the specific contraceptive raetfiods the.se 
young women had used at their most recent 
sexual intercourse, as well as the number of 
methods they had used and common method 
combinations. Each sexually active woman 
was assigned an individual contraceptive risk 
score on the basis of tlie 2 most effective con- 
traceptive methods she had used at her most 
recent sexual intercourse. We used this infor- 
mation to calculate the mean and variance of 
the contraceptive risk index and test for 
changes ui the index between 1995 and 
2002. both overall and separately according 
to age and race/ethnidty. 

In the next part of our analysis, we calcu- 
lated age* and race/ethnidty-specific diangcs 
over time in overall pregnaniy risk index val- 
ues. We computed standard errors and tests 
of statistical significance using die svy series 
of commands in Stata 8.2 (Stata Corp, College 
Station. Tex) to account for the stratified sur- 
vey designs.^*’ To calculate the mean and vari- 
ance for the overall pregnanry risk index, we 
assigned sexually active teenagers a value 
equal to this rxmtraceptive risk score and as- 
signed those not sexually active a score of 
zero. Impiidt in this index is the fact that ado- 
lescents who were not sexurdly active at the 
time of the study, even if they had previously 
been sexually active, did not face a current 
risk of pregnancy. 

Finally, we decomposed the overall preg- 
nancy ri^ index into its component parts to as- 
cribe the decline in pregnancy ri^ from 1995 
to 2002 to changes in sexual activity and 
changes in contraceptive use. The percentage 
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of the decline in pre^ancy rate becaase of the 
decline in sexual activity was calculated as 


( 1 ) 




: 100 , 


where SA represents the percentage of sexu- 
ally active young women and CRl represents 
Uie contracefrtive risk index. Similarly, tl^e 
percentage of the decline in pregnancy rate 
becaase of improved contraceptive use wfis 
calculated as 


( 2 ) 


iog{.'i4j, 


X 1 00 . 


IhLs method produced results dial were 
nearly identical to those obtained with an al- 
teniative approach suggested by f*r«ton et 
al-^' We used a bootstraf^ing procedure with 
500 Iterations to calculate confidence inter- 
vals (Cls) for percentage changes because of 
sexual activ% and pereentage changes be- 
cause of contraceptive ase. 


RESULTS 


Bchwen 1995 2002, the number of 

young women aged 15 to 19 years who had 


ever engaged in sexual mtsmtrse dedined 
10% (52% to 47%^ P=m5-. Table 1). There 
was a 22% deduie m the 15- to l7-year-oId 
gyoup {P=.003), and there was no diange 
among 18- and i9-year-d<fe (71% at both 
time points). 'Hie number (rf young Ifi^anic 
women who had ever engaged in rexual in- 
tercourse dtxdined (/^.003), but there was 
no significant change among young non- 
Uispanic White (P=.156) «• Black (F==-- 415) 
women. 

More ndeviuit to this analyas. rates of sex- 
ual artivily (i.e., sexual intercourse during the 
jwxjceding 3 months) did not decline signifi- 
cantly among eititer 15- to iS-year-okis (41% 
to 38%; P=.244) or 18- and 19-year-olds. 
Among 15- to I7-year-olds. the decline in sex- 
ual activify (2 8% to 23*^;} was of botderiUne 
statistical significance 065). Hispanic 15- 
to 19-year-olds exhibited a dedine from 46% 
to 35% (/^.032). Again, no significant 
change was found for non-l Uspanic \VTiites or 
Blacks in that age group. In general, we found 
smaller changes in recent sexual intercourse 
Ilian in history of ever having sexual inter- 
course, as a result of .small, nonsignificant 


71WLE 1-Percentages of Young Women Aged lS-19 Years Engaging in Sexual Intercourse; 
National Survey of Family Growth, 199S and 2002 


1995, 2002, 

No.{%} «o(») 

l^onge, 

1995-2002,% 

? 

History of seuul intercourse 


Age group, y 

Overall 

1396(51.7) 

1150(46-8) 

-9.5 

035 

15-17 

815(38.6) 

674 (30.3) 

-21.5 

003 

lS-19 

Sai (71,1) 

476(70.5} 

-0.8 

853 

fface/ethnicity 

Wiite Don-Hispanic 

842(50.9) 

613(464) 

-8,7 

.156 

Bbcii non-Heiamc 

289 (60.4) 

242(57.0) 

-5.8 

.415 

Hispanic 

210(56.4) 231(40.4) 

Recent seniai intercourse' 

-28.4 

003 

Age group,? 

Overall 

1387(40,5) 

1149(37.9) 

-64 

.244 

15-17 

808 (28,2) 

673(23-4) 

-17.0 

065 

18-59 

5T9 (58.9) 

476(585) 

OO 

.999 

Racc/elhnicily 

White non-Hispanic 

837(40,1) 

613(38.4) 

-4.2 

843 

BiacR non-Hispanic 

288 (-W.g) 

241(41.3) 

-12.0 

.240 

Hispanic 

207(45.7) 

231 (34.5) 

-245 

.032 


’DefmetJ as wKhing the paS 3 monttis. 


increases in sexual activity among sexually 
e^qienenced teenagers. 

Dramatic improvements in contraceptive 
use occurred between 1995 and 2002. in- 
cluding increases in tJie use of individual 
methods, increases in the use of nuiltiple 
methods, and declines in nonuse (Fable 2). 
Improvements assodated with individual 
methods included increases in die use of con- 
doms (36% to 53%). birth control pills (24% 
to 33%), injection methods (8% to 10%), and 
withdrawal (7% to 12%). Use of Norplant 
ccasetl after its removal fixim the US market, 
llie rate of nonuse dedined from 34% to 
18%. Use of 2 or more methods increasfxi 
from n% to 26°/a The most common combi- 
nations of contraceptive methods used in 
2002 included pills and condoms, condoms 
and withdrawal, pills and withdrawal, and in- 
jection and condoras- Overall, the contracep- 
tive risk index dedined 34% (/’<.001). 

Improvements in contraceptive use among 
15- to 17^ear-olds were even larger than 
changes among 15- to i 9-year-olds. The rate 
of condom use increased (rom 38% to 58%, 
whereas pill use increa.sed from 19% to 39% 
Nonuse declined ftom 35% to 14%. Use of 
2 or mewe methods rose from 12% to 33%, 
the most common combination being use of 
the [>f]l and condom simultaneously (22%). 
The contraceptiwj risk index dedmed 46% 
{P<.001 ). AlthougJj the increase in contra- 
ceptive use was not as dramatic among 18- 
and 19-yearolds, the decline in the contra- 
ceptive risk index (27% was still conside^ 
able (P=.004), and the percentage m which 
2 or more methods were used rose from 
n%to 22% 

Large changes in contraceptive use were 
observed among non-Hi^>anic White women, 
with considerable increases in the use of indi- 
vidual methods and a dramatic dedine in 
nonuse. The rate of condom use increased 
from 38% to 58% and use of birth control 
pills increased from 29% to 4Wa Use of 2 or 
more methods rose from 13% to 31 %, and 
simultaneous pill and condom use rose from 
9% to 17% 'Fhe contraceptive risk index de- 
clined 44% (P<.001). The data for non- 
Hi^nic Blacks and Hispanics shown in 
Table 2 should be considered with caution 
given the small sample sizes for these ^ups 
in both years. 
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TABLE 2-Percentages of Sexually Active Young Women A^d 15-19 Years Who Used Selected Contraceptive Methods at Most Recent Sexual 
Intercourse and Contraceptive failure Rates Risk Scores: National Survey of Family Growth, 1995 and 2002 



Contraceptive 
Failure Rate 

15-19Vears 

15-171Sea(s 

18-19 %ais 

White Non-Hispanic 

Black Non-Hsspanic 

Hispanic 

1995 

2(»2 

1995 

2002 

1995 

2002 

1995 

2002 

1995 

2002 

1995 

2002 

Methoii, % 














Condom 

13.7 

35 7 

53.0 

^4 

583 

337 

50.0 

38.4 

580 

37.9 

52.7 

19-6 

306 

8irri contfoi piH 

7,5 

23.7 

32.5 

I9J 

387 

26.8 

288 

28,9 

39.7 

14 5 

241 

R1 

18.3 

Injection 

35 

76 

99 

9.2 

94 

6.4 

103 

5.5 

7.9 

14.7 

19,9 

8.4 

7,8 

Norplant 

35 

22 

00 

1.8 

00 

2.4 

0.0 

1.4 

0.0 

32 

0,0 

4,6 

0.0 

Withdrawal 

24.5 

6.7 

12,2 

6-6 

lU 

6-9 

12.7 

7.7 

139 

2.5 

36 

60 

84 

Rhythm 

22.9 

0,7 

09 

00 

or 

L2 

10 

0.2 

1,3 

1.7 

00 

1.3 

0.0 

Vasatomy 

02 

0,2 

00 

00 

00 

0.3 

00 

03 

0.0 

DO 

00 

0,0 

00 

Patdi 

8.0" 

00 

04 

0.0 

0.0 

OO 

0.6 

0.0 

0.3 

0.0 

1.0 

0.0 

0.0 

Intrautenne device 

3.5 

00 

06 

0.0 

06 

0.0 

0.6 

0,0 

00 

0-0 

0.0 

0.0 

1.5 

Diaphrap 

13.1 

00 

02 

0,0 

06 

0.0 

00 

0.0 

03 

00 

0.0 

O.Q 

0.0 

SpermiDde 

27.6 

I.O 

08 

00 

02 

07 

11 

1.1 

1.1 

10 

0.0 

0.0 

0-0 

No method 

85.0' 

33,9 

183 

35.4 

14.3 

328 

20-7 

30.7 

12.2 

33 3 

24.8 

502 

39,6 

Sexually artive, no 


560 

444 

228 

156 

332 

288 

327 

240 

135 

98 

89 

84 

Common method combinSioits, % 














Pill ■* condom 

1.0 

7,0 

14 2 

6.1 

219 

7.6 

9.7 

8.9 

17.4 

48 

14 3 

0.7 

30 

All withdrawal 

1.8 

13 

26 

1.1 

3.6 

13 

2.0 

1.7 

40 

00 

0,0 

1.2 

0,0 

Withdrawal* condom 

34 

l.T 

3,6 

2.0 

3-0 

1.5 

3.9 

2.0 

42 

00 

2.0 

2.4 

1.4 

iojeetton*con(jom 

0.5 

0,5 

33 

1.1 

26 

01 

37 

00 

2.5 

26 

8.8 

00 

0.7 

Patch* condom 

U 

00 

04 

00 

0.0 

00 

0-6 

00 

03 

0.0 

10 

0.0 

0.0 

No. of methods used, % 














0 


33.9 

18,3 

35.4 

143 

32.8 

207 

30.7 

12,2 

33,3 

24.8 

50.2 

396 



66.1 

81.7 

64.6 

857 

67.2 

79,3 

69,3 

87.8 

66.7 

75.2 

49.8 

60.4 

22 


112 

261 

115 

32,7 

10.9 

22.2 

13.4 

30.9 

8.8 

262 

4.3 

5.0 

23 


0,5 

2,3 

05 

1.5 

0.6 

2.7 

0.8 

33 

0.0 

ao 

0,0 

1.1 

4 


00 

0.4 

0.0 

0-0 

00 

06 

0.0 

0,6 

00 

0.0 

00 

0.0 

Contracepbventit index** 


338 

22,3 

34.4 

18.6 

33-3 

244 

31.1 

173 

34.0 

265 

4S,6 

39.5 

(Siange, 1995-2002,% 



•34,0 


-45.9 


-268 


-44 3 


-221 


-13.4 

ttest 



4.74 


4.47 


2.87 


5,05 


1.42 


082 

P 



<001 


<001 


004 


1 


.158 


.413 


/Voie.Typicat-use fust-year contraceptive failure rates are from Ranjit et al ’’ unless otherwise noted. 
‘Romliusseti.'* 

"Wei^ted-average contracepbve use or nonuse nsk score, abbreviated as cootraceptnre nsk tnda. 


As descnbed in the "Methods" section, the 
overall pre^ancy risk index combined the 
impact of changes in sexual activity and con- 
traceptive use (Table 3). Overall, pregnancy 
nsk declined 38% (95% Cl— 23%, 54%), 
from 13.7 to 8.4, The dedine was larger 
among 15- to i7-year-olds (55°4\ from 9.7 to 
4.4) than among 18- and 19-year-olds {27°/o, 
from 19.6 to 14,4). The change in the overall 
pregnancy ri-sk index observed among non- 
llispanic Whites was significant; however, 
given the small numbers of non-Hi-spanic 


Blacks and Hispanics. dionges wctc of border- 
line statistical significance for both groups. 
(Note that, in eacb case, the dedine in actual 
birth and pregnancy rates fell within die con- 
fidence intervals for the diange in pregnancy 
risk. This rqwesents one way to validate tiie 
calculation of our overall pr^naniy risk 
index) 

'lable 4 summarizes changes between 
1995 and 2002 in con^jcments of preg - 
nancy risk and also di^ays the overall per- 
centages of cha^e amid be attnbuted to 


dianges in the 2 key components: sexual ac- 
tivity and contraceptive use. As Table 4 dem- 
onstrates, the largest changes in behaviors 
and pregnancy risks were observed among 
15- to IT-year-olds. 'Chis finding is consi^nt 
with the largest changes in actual pregnancy 
rates occurring among younger teenagers. 

We estimated that 14% of the change ob- 
served among 15- to 19-year-oids was attrib- 
utable to a decrease in the percentage of sex- 
ually active young women (95% CI=-18%, 
34%) and that 86% was attributable to 
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TABLE 3-Changes In f^gnanc; Risk, iTyAge and Race/Ettinlclty: National Survey of Family Growth, 
1995 and 2002 



15-13Yearo 

^17Ybss 

18-:W Years 

i^ftnte, Non-Htspanic 

Black, Non-Hispanic 

Ht^anic 

Change, 1995-2002, % (95% confidence interval) 

-38.3 (-22.7.-53.9) 

-55 2 (-33.1, -772) 

-M.7 (-65,-468) 

-46.7 (-27,4, -65.9) 

-31 5 (-0.1, -63,0) 

-34.2 (4,0. -7: 

(test 

4,81 

4^ 

2.60 

4 74 

1,37 

175 

P 

<.001 

<iBl 

.010 

<-001 

.05 

.08 

Change in birth rate, % 

-232 

-34.6 

-17.0 

-27.5 

-29 7 

-160 

Change m pregnancy rate. %’ 

-235 

-^5 

-17.3 





*Data for 2002 not available; ctiange eitrapolated from trend between 1995 and 2CKI1. 


TABLE 4-Summary of Changes in Semal AcUtdty and Risk Index Values and Overall Changes Attributable 


to Sexual Activity and Contraceptive Use: National Survey of Family Growth, 1995 and 2002 






mute. 


I5-191tors. 

15-17yfeats. 

18-19 Years. 

Non-Hispantc, 


Chai^.% 

Diange, % 

Change, % 

Change, % 

Sexual activity 

-64 

-16.9 

00 

-4 2 

Contraceptive nsk index 

-34.0 

-45.9 

-268 

-44 3 

Overall pregnancy tisk index 

-38.3 

-55.2 

-28.7 

-46 7 

Overall change aSnbutable to sexual acOvity (95% Cl) 

14 (-18. 34) 

23 (-6, 45) 

0(-99,37) 

7 (-28, 26) 

Overall change attributable to contracopbve use (95% Ct) 

86 (66, 118} 

77(55.108) 

100(63.139) 

93(74, 128) 

Note. Cl'conftdence interval. 


Slack. 

Non-Hispanic, Hispanic, 

Change, % Change, % 

-12 0 -24 5 

■72 1 -13,4 

-31.5 -34.2 

34(-125.1T2) 66{-n0.236) 

66{-72,225) 34(-i36,210) 


changes In contraceptive method use (95% 
Cl =66%, 118%); the corresponding per- 
centages among 15- to 17-year-oIds were 
23% {95‘'^ CI=-6%. 45%) and 77% (95% 
CI=55%, 106%), (Confidence intervals for 
attributions [and the attributions themselves) 
may in theory be below 0% or above lOO'lb 
because one of the 2 changes may have actu- 
ally been in the opposite directiem of the 
overall change. Fot example, if sexual activity 
actually increased in one group but contra- 
ceptive use and the overall pregnancy risk 
declined, sexual acUviiy would have made a 
“negative" contribution to the decline in preg- 
nancy nsk, and contraceptive use would have 
been responsible for “more than" 100% of 
the change ) All of the diange in pregnancy 
nsk among 18- and 19-year-o!ds was the re- 
sult of inaeased contr£«:eptive use (95% 

Cl = 63%, 199%). 

Among non-Hispanic Whites, we csb- 
mated that 7% of the change was attrilxita- 
ble to a decrease m the percentage of sexu- 
ally active young women (95% Cl==— 28%. 
26%) and that 93% was attributable to 
changes in contraceptive method use (95% 


Cl=74%. 120%). As noted earlier, attribu- 
tions for non-Hispanic Blacks and Mi^anics 
(Table 4) should be interpreted with caution 
given the limited sample sizes and large con- 
fidence intervals. 

DISCUSSION 

Our clata suggest tliat declining adolescent 
pregnancy rates in the United States between 
1995 and 2002 were primarily attributable 
to improved contraceptive use. The decline 
in pregnancy risk among 18- and 19-year-olds 
was entirely attributable to increased contra- 
ceptive use. Decreased sexual activity was re- 
sponaWe for about one quarter (23%^ of the 
decline among 15* to i7-year-olds, and in- 
creased contraoptive use was responsible for 
the remainder {77Wf^. Improved contraceptive 
use included increases in the use of many 
individual meUiods. increases in the use of 
multiple mediods, and substantial declines 
in nonuse. 

These data surest that the United States 
appejus to be feflowing patterns seen in 
other developed countries where increased 


availability and increased use of modem con- 
traceptives have been primarily re^nsible 
for dedint's in adolescent pregnancy rates.’ 
Our findings raise questions about current 
US government poUdes that promote absti- 
nence from sexual activity as the primary 
strategy to prevent adolescent pregnancy. 

Other scientific data also challenge the 
federal government’s efforts to promote 
abstinence-only strategies. The limited evalu- 
ations of abstinence-only sex education pro- 
grams provide no evidence that they are 
successful in delaying initiation of .sexual in- 
tercourse.^* Although abstinence is theoreti- 
cally highly effective in preventing unin- 
tended pregnancies and sexually transmitted 
infections (STIs), in actual practice abstinence 
intentions often fail.''’ Abstinence pro- 
grams may undermine the promotion of 
other prevention behaviors. For example, a 
longitudinal examination of the viipnity 
pledge movement showed that pledgers did 
delay initiation of sexual intercourse; how- 
ever, they were less likely to use contracep- 
tion when they initiated sexual activity and 
were less likely to seek STI screenings.*'’ 
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Identifying chiuiges in the behaviors that 
resiill in adolescent pregnanc)' can provide 
some insight into the soda] forces that influ- 
ence these behaviors Increases in the use of 
multiple mediods of contraception suggest an 
increased motivation to avoid pregnancy and 
SlTs. v\?hich in turn suggest declines in the so- 
cial acceptability of adolescent childbearing 
and incre^es in educational and employment 
opportunities. Increasing rates of condom use 
in the United States reflect continuing con- 
cerns about MIV infection and other STls 
among adolescents.^''’ 

Sodally disadvantaged young people and 
their communities may increasingly see ado- 
lescent pregn^cy as a barrier to improve- 
ments in life drcumslances.^^ Adolescents 
who are also parents have become less so- 
dally acceptable.^’ Delays in initiation of sex- 
ual actirity are traceable to many factors, in- 
cluding broad public support for delaying 
initiation of sexual intercourse at least until 
graduation from high school^’ Ironically, the 
trend toward later initiation of sexual inter- 
course and declines in adolescent pregnancy 
appears to have preceded i-ecent intensive ef- 
forts on the pari of the US ^vemment to 
promote abstinenceonly poiides,*'* 

1his study provides new and more compre- 
hensive information on the factors underlying 
recent dedincs in US rates of adolcsscent 
pregnancy. Earher studies involving NSFG 
focused on the years 1988 to 
1995, a period in which there were relatively 
small changes in rates of adolescent preg- 
nancy. Data available from the 2002 NSFG 
allow exploration of behavioral changes dur- 
ing the period 1995 throng 2002, when 
larger declines in rales occurred. 

Our previous study involving 1991 to 
200! data on hi^-school students showed 
that both increased abstinence and increased 
contraceptive use contributed to the decline 
in pregnancy rates among 15- to I7-year- 
olds,’” Relative to school surveys, the NSFG 
includes more data on older teenagers and 
those who have left sdicxil and collects more 
detailed information about conhaceptive use. 
In comparison with our school-based study, 
this analysis of the NSFG showed a laiger 
contnbution of amtraceptive use to declines 
m adolescent pregnancy rates. We believe 
that these differences in attribution are the 
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result of diffwences in and time 

periods, industCHi of people who arc 
not in sdiod, and more coni{^te measure- 
ment of aintracqjtiro use. 

Limitations 

Our study haJ seraal limitations. When 
self-reported informatimi is used, one must al- 
ways consider the potential for over- and 
under-reporting. Adolescents are generally re- 
liable reporters of inf<»ination on sexual 
health.'” Howewr. pvm increasing social 
pressure to delay sexual mitialion and avoid 
pregnamy, adolescents may be more likdy 
today than in the past to underreport sexual 
activify cw ovem^rt contraceptive use. 

Although the overall NSFG sample size is 
adequate, sample sizes become problemati- 
cally small in andj'ses of .subgroup. This was 
partiailarty true for the IMack and Hispanic 
subgrmips, in which the numbers of sexually 
active yomig women fell below 100. More- 
over. variance around changes in percentages 
or around attribution was much larger llian 
variance around estimates for a single point 
in time. As such, care should be taken in in- 
terpreting our estimates for these smaller 
subgroups. 

"Ihcrc appears to be a ^iccific ptAlem 
witli instabilify in the NSFG data for Hisjianic 
adolescents. In our analyses, the decline in 
sexual experience among Hi^anic teenagers 
(from 56% to 40% in 7 years) was much 
larger than the changes observed in other 
groups. Likewise, a comparison of the 1988, 
1995. and 2002 versions of the NSFG® re- 
vealed wide differences over time in sexual 
experience estimates amcmg young I lispanic 
women aged 15 to 17 years (35%, 49%. and 
25%, re^ctively). These differences seem 
implaasible and may have resulted from the 
limited sample size or other problems in- 
volved in sampling an ethnic group that is 
heterogeneous with respect to nationd origin 
and sexual mores. 

We a^med that there were no changes in 
whether conlracqitivcs were used con'ectly 
or in bioIogicaJ feaindi^'. Correct use of con- 
traception can be assessed via measuring 
changes in ^'jscal-usc CTRs. We used the 
most reamt available fadure rates (for 1995). 
Ranjit et al. frmnd no diMiges between 1988 
and 1995 ui tyftical-use CFTls (note that 


questions about contraception use at most re- 
cent intercourse did assess consistency of 
Tise)-‘* No data are available to measure 
changes in biological fecundity among teen- 
agers (or adults). 

Implications 

What policy recommendations anse from 
our results? Although more adolescents in the 
United States are delaying initiation of sexual 
intercourse, the impact of this change on 
pregnancy risk is .small and confined to youn- 
ger teenagers (i,e., 15- to 17-year-ofds). Over- 
all. increasing rates of contraceptive use ap- 
pear to be the primary determinant of 
declining {M^gnaiicy rates between 1995 and 
2002, and this assessment apfiears to be con- 
sistent with the pattern in other developed 
countries. Public policies and programs in 
the Ura'ted States and elsewhere should vigor- 
ously promote provision of accurate informa- 
tion on contraception and on sexual behavior 
and relationships, support increased availabil- 

and accessibility of contraceptive services 
and supplies for adolescents, and promote the 
value of responsible and protective behaviws, 
including condom and contraceptive use and 
pregnancy planning. 

Abstinence promotion is a worthwhile goal, 
particularly among younger teenagers; how- 
ever. the sdentiflc evidence shows thaL in it- 
self, it is insufficient to help adolescents pre- 
vent unintended pregnancies. The current 
emphasis of US dome,stic and global policies, 
which stress alrstinence-only sex education to 
the exclusion of accurate information on con- 
traception, is misguided. Similar approaches 
should not be adopted by other nations. ■ 
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Abstract; While previous reports identified inaccuracies in abstinence-only education, 
many do not detail the specific informational problems. Based on a review of three 
purposively-selected curricula used in federally-funded programs, we identified the types 
of scientific errors about condoms in abstinence-only education. These curricula 
explicitly and implicitly convey the message that condoms fail to provide protection 
against HIV. References were commonly out of date. In addition the curricula often 
misrepresented studies, for example only reporting the highest condom failure rates 
reported within a study. The curricula did not explain differences between typical use and 
perfect use contraceptive failure associated with condom use and often incorrectly 
compared HIV transmission risk and pregnancy risk. Finally, these curricula use faulty 
reasoning in explaining risk and promote misinformation about condoms (such as 
condom permeability) that have been repudiated by scientific consensus bodies. The 
information about condoms presented in these curricula does not represent complete, 
current, or accurate medical knowledge about the effectiveness of condoms in preventing 
sexually transmitted infections, including HIV. 


Key words: sexuality education; abstinence education; adolescent health; medical 
accuracy, HIV, pregnancy 
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Condom promotion has been a central public health strategy in preventing HIV 
and other sexually transmitted infections (STIs). Research in the last decade has greatly 
advanced understanding of condom effectiveness in protecting against infection from 
HIV and other STIs. In 2000, the Public Health Service convened a group of scientists 
and policymakers to review scientific evidence for condom efficacy. This review, 
referred hereafter as the NIH Condom Report, found that when used correctly and 
consistently, condoms offer protection against HIV/AIDS, pregnancy, gonorrhea in men, 
and perhaps diseases caused by human papillomavirus (National Institute of Allergy and 
Infectious Diseases, 2001). The report also identified the paucity of data on the efficacy 
of condoms for many other STIs. Since that time additional peer-reviewed evidence has 
accumulated that suggests condoms provide protection against chlamydia, gonorrhea, 
syphilis and Herpes Simplex Virus type 2 (Casper & Wald, 2002; Holmes, Levine, & 
Weaver, 2004; Winer et al., 2006). Recent research also suggests that condoms may 
provide newly sexually active young women protection from HPV (Winer et al., 2006). 

Beginning in 1 998, the federal government greatly expanded its support for 
abstinence-only education (AOE) programs. Federally supported programs must have as 
their exclusive purpose the promotion of abstinence from sexual intercourse outside of 
marriage and may not in any way advocate contraceptive use or discuss contraceptive 
methods or condoms. The only exception to this restriction on contraceptive information 
is a provision that allows AOE progrtuns to discuss failure rates for condoms and 
contraception (Administration for Children and Families, 2007; Dailard 2002; Haskins & 
Bevan, 1997). 
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In 2004, the minority staff from the Committee on Government Reform of the 
U.S. House of Representatives, published The Content of Federally Funded Abstinence 
Education Programs, often referenced as The Waxman Report. This was the first report 
to identify inaccuracies in AOE curricula supported by the federal government. This 
report found that eleven of the thirteen most commonly used AOE curricula contained 
misleading and incorrect scientific information about reproductive health including 
information about condoms and contraceptive efficacy and presented stereotypes of 
gender roles as facts (United States House of Representatives Committee on Government 
Reform, 2004). In 2006, the U.S. Government Accountability Office (GAO) issued two 
reports relating to scientific accuracy in federally funded AOE programs. The first report 
stated that the Department of Health and Human Services had not put in place a 
mechanism to review the medical accuracy of AOE programs (U.S. Government 
Accountability Office, 2006b). The second review suggested that AOE programs were 
legally required to provide accurate information about condoms under section 317p of 
Public Health Service Act, enacted in 2000 (U.S. Government Accountability Office, 
2006a). While the federal government has neither required nor defined medical accuracy, 
over 20 states have recently instituted requirements for medical accuracy in regards to 
sexuality and HIV/AIDS education (Santelli, 2008 in press). Among these, seven states 
have specifically defined medical accuracy. Key elements of these state definitions 
include consideration of the weight of scientific evidence and the importance of scientific 
theory, peer review, and recognition by mainstream scientific and health organizations 
such as the American Academy of Pediatrics and the U.S. Centers for Disease Control 
and Prevention (Santelli, 2008 in press). 
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A recent federally sponsored, longitudinal evaluation of four exemplary AOE 
programs found no evidence of program efficacy in changing health behaviors but did 
find that youth in AOE programs, compared to those receiving usual sex education, had 
less confidence in condoms’ abilities to protect from STIs, although no decline in actual 
condom use (Trenholm et al., 2007). This finding may reflect program restrictions on 
condom information or inaccuracies within the curricula about condoms. 

In light of the continued federal funding for AOE programs and given concern 
about the scientific accuracy of information in these curricula, we reviewed three 
federally funded AOE curricula previously identified as containing problems with 
accurate information. We wished to explore the specifics of medical inaccuracies about 
condoms. An analysis of purposely-selected curricula, our findings cannot be 
generalized to all AOE programs; rather our finding should be considered illustrative of 
the types of inaccuracies that may be found in other AOE curricula. 

Method 

Three federally funded AOE curricula — Me, My World, My Future (published in 
1998 by Teen- Aid Inc. for use by middle-school students); Sexuality, Commitment and 
Family (also published in 1998 by Teen-Aid Inc. for use by high school students); and 
Why kNOw (published in 2002 by AAA Women’s Services for use by sixth grade through 
high school students) — were reviewed for medical accuracy with a focus on condom 
information (Frainie, 2002; Potter & Roach, 1998; Roach & Benn, 1998). Me, My World, 
My Future and Sexuality, Commitment and Family are collectively referred to as the 
Teen-Aid curricula in this article. Teachers’ manuals which included the student portions 
and notes to instructors were used for this study. According to the Waxman Report, eight 
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Community Based Abstinence Education (CBAE) recipients were using the Teen Aid 
Curriculum, Me, My World, My Future, and seven were using Why knOw. These two 
curricula were part of the 1 3 most popular curricula funded by CBAE in 200 1 , out of 69 
different curricula that were funded that year (United States House of Representatives 
Committee on Government Reform, 2004). 

These three curricula were purposely selected, i.e., we were asked to review these 
curricula by the American Civil Liberties Union for medical inaccuracies. Findings from 
this original review were then presented by John Santelli’s as a communication in the 
form of a legal Declaration from the ACLU to the Department of Health and Human 
Services (Santelli, 2007). These curricula were chosen because they were previously 
identified as containing medically inaccurate information and continued to receive federal 
funding. Thus, the purpose of this paper is to explore the nature of these inaccuracies and 
not to determine the prevalence of them. 

We reviewed specific statements about condoms along with scientific references 
provided by the curricula. In addition, we conducted searches on Web of Science and 
Medline for peer-reviewed references on condom efficacy to identify both current 
medical understanding on this topic and understanding at the time each specific 
curriculum was published. Each statement involving condoms was placed into a matrix 
and assessed by both authors for accuracy. We inductively developed a typology to 
describe the types of inaccuracies we found, including information that was out of date, 
selectively reported from study, and not peer reviewed (Huberman & Miles, 2002). We 
also include an other category for less common errors that were not classifiable into the 
first three categories. Out of date represented statements whose source of information 
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were eclipsed by better research and improved understanding in the research literature. 
Selectively reported included instances where a single statistic or finding was taken out of 
the study context and was therefore not representative of the authors’ overall conclusions. 
Statements based on references which were not peer reviewed were identified as not peer 
reviewed. The other category encompassed statements that were inaccurate for other 
reasons, such as nonparallel comparisons of statistics or concepts. Each inaccurate 
statement was categorized using this typology. 

In addition, we sorted the statements about condoms into themes related to 
various aspects of condom use, including slippage and breakage, contraceptive efficacy 
of condoms, condom efficacy in preventing HIV transmission, youth as condom users, 
and condom availability and distribution programs. The section on condom slippage and 
breakage included statements relating to how often condoms break or slip off in a variety 
of clinical trials and population based studies. Statements about condom efficacy as a 
contraceptive were placed in the section about condoms and pregnancy, while those 
relating to the efficacy of condoms in reducing HIV transmission were put into the 
section on condoms and HIV transmission risk. Statements regarding youth’s ability to 
use condoms and the usefulness of condom distribution programs are found respectively 
in the sections about youth as condom users and on condom availability and distribution 
programs. In the results section, we review examples of statements about condoms by 
these themes. We summarize and provide textual examples of the main medical 
inaccuracies relating to condoms and critique these statements. Finally, we provide two 
in-depth examples which illustrate multiple inaccuracies. 

Findings 
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Condom Breakage and Slippage 

All three curricula address condom breakage and slippage. In the scientific 
literature, a range of rates for condom slippage and breakage are reported. The NIH 
Condom Report reports; 

Estimates of condom breakage from these [prospective] studies range from 0.4- 
2.3%. Slippage rates from these three studies ranged from 0.6% to 1.3%. 

Slippage rates include both slippage during intercourse and slippage during 
withdrawal. The combined method failure (slippage plus breakage) is estimated 
at 1. 6% - 3. 6%. (National Institute of Allergy and Infectious Diseases, 2001, p. 9) 
Similar rates are provided by more recent publications such as Contraceptive Technology 
(Trussell, 2004). 

These rates are much lower and in a narrower range than those found in the Teen- 
Aid curricula. Rates of condom breakage and slippage reported in the Teen-Aid curricula 
ranged from 0.6% to 44.5%. The rate of 0.6% is qualified by stating that this was for 
female prostitutes. Rates ranging from 1.3% to 15.1% are presented as rates for 
“experienced and/or mutually monogamous adults.” Finally the rate of 44.5% is not 
qualified but, in context, appears to be data about the percent of time condoms break or 
slip over a year for unmarried Hispanic women (Roach & Benn, 1998, p. 257). In 
general, the curricula did not differentiate user and method failure in reporting condom 
breakage and slippage. By listing this wide range of slippage and breakage rates, the 
curricula seem to imply that condoms are not reliable. 

Contraceptive Efficacy of Condoms 
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When used consistently and correctly, condoms are an effective method of contraception 
with a perfect use failure rate of 2% and typical use failure rate of 1 5% as reported across 
multiple studies (Trussell, 2004, National Institute of Allergy and Infectious Diseases, 
2001). Contraceptive failure rates represent the number of women out of 100 who get 
pregnant within one year of use. Clarifying between perfect use failure rate and typical 
use failure rate are important when providing information about contraceptives. Perfect 
use rates represent failure rates when a method is used consistently and correctly; typical 
me failure rates reflects the failure of users to do so. Typical use rates generally are 
calculated for first year of use among new users and among those who are new to the 
method or are restarting a method. In general, failure rates are lower in subsequent years 
and among experienced users. Importantly, typical use failures include pregnancies 
occurring after a user forgot to take the pill as prescribed or when a couple intends to use 
condoms but fails to do so consistently. 

The two Teen- Aid curricula often report the highest failure rates from cited 
studies, or confuse efficacy in preventing HIV and pregnancy. For instance, the teacher 
manual for Teen-Aid suggests that “Contracting HIV is easier than getting pregnant 
because you can only get pregnant several days a month " (Roach & Benn, 1 998, p. 254). 
It is important to note that efficacy in HIV transmission and pregnancy prevention are not 
comparably calculated. In another place, Teen-Aid reports an average rate but also the 
two highest rates of contraceptive failure from a study: “Condoms fail 15. 7 percent of the 
time over the course of a year. This is a standardized failure rate — among some groups 
of women it has gone as high as 36.3 percent and 44.5 percent " (Roach & Berm, 1 998, p. 
257). 
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The Why kNOw curriculum does not differentiate typical use from perfect use 
condom failure rates and selectively reports higher condom failure rates in stating that 
“The condom has a 22.5 % failure rate in preventing pregnancy in unmarried women 
under the age of 20 during the first 12 months of use. (Fu, Darroch et al. 1999) " 

(Frainie, 2002, p. 96). The user failure rate for women in the same age range and time 
period whose income was above 200% of poverty was 13.3% (Fu, Darroch et al., 1999). 
This lower rate is not reported. 

These three curricula do not report perfect use, nor do they explain the difference 
between perfect use and typical use. Likewise, they do not explain that correct and 
consistent use of condoms will result in much lower contraceptive failure. 

Condoms and HIV Transmission Risk 

Evaluation of condom efficacy in preventing sexually transmitted infection is 
often methodologically difficult as is well described in the NIH Condom Report 
(National Institute of Allergy and Infectious Diseases, 2001). However, the best studies 
for calculating condom efficacy use HIV infection as an outcome. These estimates come 
from a series of longitudinal studies of HIV serodiscordant couples, where one member 
of a couple is infected with HIV and the other is not. These studies suggest that correct 
and consistent use of condoms substantially reduces the risk of HIV infection. 

These studies have been systematically reviewed by Weller and Davis in three 
published meta-analyses (Weller, 1993; Davis and Weller, 1999; and Weller and Davis, 
2002). The 1993 meta-analysis found that consistent use of condoms help prevent the 
transmission of HIV by 69% (Weller, 1993). The two more recent meta-analyses found 
that condoms afford greater protection. The 1999 analysis found that condoms reduce the 
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rate of HIV infection by 87% (0.9 per 100 person-years with a confidence interval of 0.4- 
1.8 for always-users and 6.8% per 100 person-years with a confidence interval of 4.4- 
1 0. 1 for male to female transmission for never-users) and the 2002 analysis found an 
80% reduction rate (1.14 per 100 person-years with a confidence interval of 0.56-2.04 for 
always-users and 5.75% per 100 person-years with a confidence interval of 3.16-9.66 for 
never-users) (Davis & Weller, 1999; Weller & Davis, 2002). The 2001 NIH Condom 
Report relied on the second of these meta-analyses (Davis and Weller, 1999). Their 2002 
review for The Cochrane Collaboration is an update of the 1999 analysis which used 
stricter guidelines for study inclusion. 

Despite the more recent estimates. Why kNOw, published in 2002 still references 
the 1993 meta analysis. The Teen-Aid curricula (published in 1998) also references the 
1 993 meta-analysis and it is unclear to us why Teen Aid has not revised their curricula 
given the scientific advances in understanding HIV and other STls. In addition, Teen- 
Aid curricula report a 1 987 study by Fischl et al. (Fischl et al., 1 987), "In one study of 
heterosexual couples where one partner is HIV infected, over an average of two years 
sexual exposure [sic] if latex condoms were relied upon, there was still a 10 to 23% risk 
of transmission of [HIV] infection even with training and proper useage ” (Potter & 
Roach, 1998, p.l9; Roach & Benn, 1998, p. 256). In the Fischl study that the previous 
quote references, only 1 out of 10 couples who were using barrier protection 
seroconverted within the 2-year study period (Fischl et al., 1987). Importantly, the 
estimate of HIV transmission in this study is much higher than the estimate from the most 
recent meta-analysis by Weller and Davis: 1.14 per 100 person-years (Weller and Davis, 
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2002). Finally, these curricula do not address HIV transmission when the HIV status of a 
partner is unknown. 

Even more ominous than this confusion about condom efficacy in preventing HIV 
infection, both Teen-Aid and Why kNOw curricula subtly suggest that condoms allow the 
transmission of HIV. This is addressed below in the teaching examples section. 

Youth as Condom Users 

Our review of contraceptive efficacy suggests that method-specific contraceptive 
failure rates for teenagers are similar to women in their twenties. For example, Ranjit, 
Bankole, Darroch, and Singh (2001) report that condom failure rates over the first two 
years of use, based on data from the 1988 and 1995 National Surveys for Family Growth, 
were 25.8% for those under 1 8 years, 27.5% for 18- to 1 9-year-olds, 28.2% for 20- to 24- 
year-olds, 21.8% for 25- to 29-year-olds, and 13.6% for 30- to 44-year-olds. (One reason 
for the reduced failure rates over age 30 may relate to reduced fecundability.) Thus, 
evidence shows that teens may be effective condom users. In addition, reitearch shows 
that high quality sex education classes may facilitate the use of condoms by teaching and 
demonstrating correct condom use (Kirby et al., 2007). 

However, many of the statements in the Teen-Aid curricula contain statistics that 
suggest that teens are less able to use condoms to prevent pregnancy when compared to 
adults. Other statements and figures cite rates of condom failure dependent on experience 
or cohabitation. In one figure, Teen-Aid presents the following statistics without any 
elaboration: “Pregnancy Rates during the first year of contraceptive use. Condom: 
method failure 4%, married adult 14.1%, unmarried adolescent 18.4%” (Roach & Benn, 
1998, p. 215). As noted above, without explanation, method failure (i.e., perfect use) is 
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not comparable to the typical use failure rates that are reported for married adults and 
unmarried youth. Yet Teen-Aid presents them in sequence and thereby implies that 
unmarried teens are not effective condom users. Many factors influence an individual’s 
success with condoms and age does not preclude correct and consistent condom use. 
Condom Availability and Distribution Programs 

Leading organizations of health professionals support condom availability 
programs for youth. The American College of Obstetricians and Gynecologists, the 
American Academy of Pediatrics, and the American Medical Association support 
adolescent access to condoms through comprehensive school health programs (American 
Academy of Pediatrics, 2001 ; American Medical Association, 2004; Bethards, 2003). 
Evaluations of school-based condom availability programs have shown mixed results in 
increasing condom use but these programs have not reported negative impact on other 
sexual behaviors (Blake et al., 2003; Furstenberg, Getz, Teitler, & Weiss, 1997; Kirby et 
al., 1999). Likewise leading STl researchers have supported condom availability. For 
example, Holmes and colleagues suggest: “Condom promotion represents an important 
element in approaches to and programs about comprehensive HI V-prevention” (Holmes 
et al., 2004). 

The three AOE curricula do not support these ideas about condom availability to 
teens. The Teen-Aid curriculum takes a contrary view citing the following opinion: 

“ ’Condoms don ’t hack it. Passing them out is futile ’ — Robert Noble M.D. ” (Potter & 
Roach, 1998, p. 20; Roach & Benn, 1998, p. 215). 

Teaching Examples 
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The ff^fiy kNOw and Teen-Aid curricula use a variety of illustrative examples to 
impart the authors’ understanding of condoms and risk for HIV, STIs, and pregnancy. 
The next two sections illustrate this use of such examples. In each case, we identify 
informational problems. 

Condom Use and Russian Roulette 

The Teen-Aid curricula draw an analogy between condom use and playing 
Russian roulette; 

"If condoms and condom usage are not reliable, wouldn ’t relying on them be like 
playing the insane "game ” of Russian roulette? A cartridge is loaded into one of 
the six chambers of a revolver. The first “player" spins the cylinder, points the 
gun to his/her head, and pulls the trigger. He/she has only one in six chances of 
being killed. But if one continues to perform this act, the chamber with the bullet 
will ultimately fall into position under the hammer, and the games ends as one of 
the players dies. Condoms are like Russian roulette. Condoms do not prevent 
pregnancy, STDs or AIDS; they only delay them. Theoretically, the longer one 
relies on them, they will fail and the “game" is over. " (Roach & Berm, 1998, p. 
215) 

This analogy, which is found under the heading “Are Condoms Effective and 
Reliable?” in which condoms and HIV risk are discussed, is problematic on several 
levels. First, it implies that HIV transmission is synonymous with a serious bullet wound 
and therefore causes imminent death. Second, the analogy implies a 1 in 6 chance of 
death, much higher than either per coital act or per annum HIV transmission rates among 
serodiscordant couples who do not use condoms (Weller & Davis, 2002). Third, the 
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example ignores the fact that most sexual partners among teenagers are not HIV infected. 
The HIV prevalence in the U.S. teenage population is relatively low, between 0.1 6% and 
0.75% of 1 5 to 24 years olds (Joint United Nations Programme on HIV/AIDS, 2000). 
Fourth, this analogy assumes that condoms do not reduce HIV transmission risk. 

Condom Permeability and the "Speedy Sperm” activity 

The Why kNOw Speedy the Sperm lesson attempts to explain HIV and pregnancy 
risk by focusing on the size of the virus and human sperm and implies that viral particles 
may be able to pass through the condom. First, the Speedy the Sperm lesson states that 
“The condom has a 14% failure rate in preventing pregnancy (1998 Contraceptive 
Technology, p 216) i.e. keeping sperm from entering the woman’s body" (Frainie, 2002, 
p. 96). This implies that pregnancy risk is the same each time sperm enter a woman’s 
body and ignores other factors relating to the fertility. 

The Speedy the Sperm lesson uses a cartoon depiction of sperm, HIV, Treponema 
pallidum, syphilis, and Herpes simplex to illustrate size differentials and suggest 
transmission risk: 
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‘‘'ITiis chart shows the difference between various STDs and the human sperm. 
HIV is about 0. 1 microns in diameter. By comparison the diameter of the head of 
a human sperm is about 3 microns. In total the HIV virus is approximately 450 
times smaller than the human sperm. ” (Frainie, 2002, Transparency 5) 

This explanation is problematic. The source of information about this size 
comparison is a letter to the editor from 1992 in The Washington Post. The 2001 NIH 
Condom Report explicitly states that latex condoms are impermeable to sperm and 
viruses, such as HIV, regardless of biological size (National Institute of Allergy and 
Infectious Diseases, 2001). By emphasizing this biological size difference, the curriculum 
implicitly builds on myths that condoms have holes in them or may be porous. 

The Speedy the Sperm lesson also compares pregnancy and HIV infection risk: 
‘‘Since the HIV virus is smaller than a sperm and can infect you any day of the month, the 
failure rate of the condom to prevent AIDS is logically much worse than its failure rate to 
prevent pregnancy" (Frainie, 2002, p. 96). This statement is confusing as failure rates for 
pregnancy and HIV are not calculated in the same ways. The risk of acquiring HIV is 
dependent on the prevalence in a population and the consistency and correctness of 
condom use. The risk of pregnancy is dependent on botli partners’ fertility during 
intercourse and contraceptive use, which includes condom use. Thus, statistics for 
condom failure leading to pregnancy or HIV are not comparable. 

Finally, the curriculum asks the instructor to further explain condom failure rates 
and the size differential between sperm and HIV: “If the condom has a failure rate of 
lAVo in preventing ‘Speedy 'from getting through to create a new life, what happens if 
this guy (the penny) [which is used to represent HIV] gets through? You have a death: 
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your own" (Frainie, 2002, p. 96). As elaborated previously in the section on the Russian 
roulette analogy, HIV transmission is dependent on a multitude of factors, such as having 
sexual intercourse with an HIV infected partner. Even with an infected partner, the risk of 
HIV transmission per coital act is low. 

In 2006 after we had completed our initial review. Why kNOw released an updated 
version of their curriculum which corrected and removed some of the curriculum content 
from their 2002 edition (Frannie & Ritterbush, 2006), When we requested a copy of the 
2006 curriculum through the Department of Health and Human Services, it appeared that 
the pages of the teacher notebook which included The Speedy the Sperm lesson had been 
redacted after publication. A letter from the executive director of Why kNOw following 
Santelli’s Declaration stated that “Why Know is in the process of removing this activity 
from our curriculum. All users of our curriculum will be notified of its removal” 

(Scearce, 2007) 

Discussion and Implications 

We found evidence of misinformation about condoms and their ability to prevent HIV 
and pregnancy in three AOE curricula that are commonly used in federally supported 
programs. These three curricula explicitly and implicitly convey the message that 
condoms fail to provide protection against HIV, STIs, and pregnancy. References used to 
support these assertions in the curricula often were out of date or from non-peer reviewed 
sources. The curricula often misrepresented studies, for example, only reporting the 
highest condom failure rates reported within a study. In other instances, the curricula 
drew conclusions that go beyond the findings from the study cited. The curricula did not 
explain differences between typical and perfect use contraceptive failure rates associated 
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with condom use. Curricula often compared statistics for HIV transmission risk and 
pregnancy risk, even though these are not calculated in the same way. Finally, these 
curricula use faulty reasoning in explaining risk and promote misinformation about 
condoms (such as condom permeability) that have been repudiated by scientific 
consensus bodies. The information about condoms presented in these curricula does not 
represent complete, current, and accurate medical knowledge about the effectiveness of 
condoms in preventing sexually transmitted infections, including HIV. 

Our findings are consistent with previous reports that document scientific 
inaccuracies in publications that examined a broader range of AOE curricula. The 
Waxman report examined a larger group of curricula and identified errors in the content 
across a range of topics (United States House of Representatives Committee on 
Government Reform, 2004). 

Our study aimed to illuminate the specific reasons that particular statements are 
incorrect. The inaccuracies identified here presumably reflect legislative restrictions that 
prohibit AOE programs from teaching about the efficacy of contraceptives in preventing 
pregnancy, HIV and other STIs except to describe their failure rates (Administration for 
Children and Families, 2007). Our findings suggest a strong hostility to condoms in all 
three curricula. Perhaps, the authors of these curricula believe that undermining 
confidence in condom efficacy will induce students to remain abstinent or stop being 
sexually active, however, we are not aware of scientific evidence that such 
misinformation strategies are effective in promoting abstinence. Rather, such strategies 
may ultimately cause students to reject condom use. 

Limitations 
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The findings from this analysis may not be representative of all AOE curricula 
nor does it detail the experiences of youth who were taught from these curricula. In this 
study, we chose to elucidate the types of errors rather than their frequency. The paper 
offers in depth analysis of selected medical inaccuracies, to detail how they are 
inaccurate. 

Policy Implications 

These findings and other research raise serious questions about the efficacy and 
ethics of AOE promotion (Kantor et al 2008; Kirby, 2008; Miller and Schleifer 2008 in 
the special issue). One third of ninth graders are sexually active and two thirds of high 
students are sexually active before graduation (Eaton et al., 2006) and virtually all 
Americans initiate sexual intercourse outside of marriage (Finer, 2007). Thus, students 
need access to medically accurate information on condoms and other ways to prevent 
HIV and other STIs. Comprehensive sexuality education programs which include 
information about condoms do not increase sexual activity among youth, in fact, many 
comprehensive programs both increase condom use and help teens delay initiation of 
sexual intercourse (Kirby, Laris, Rolleri, 2007; Kirby 2008 in this special issue; Smoak et 
al 2006). AOE curricula do not equip youth with information or skills necessary to use 
condoms to protect themselves from HIV, other STIs, or unintended pregnancies. Rather, 
these curricula teach that condoms are not reliable protection against HIV and pregnancy 
and that teens often fail at using condoms. Such messages may undermine the correct and 
consistent use of condoms. 

Programs that promote abstinence should provide medically accurate information 
about condoms and other aspects of human sexuality. Federal requirements that restrict 
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information on contraception and condoms should be repealed and oversight of AOE 
curricula for scientific accuracy should be provided. The recent movement among states 
to require medical accuracy in sex education is an important policy development 
(Santelli, 2008 in press) however the federal government should also require that all 
federally supported sexuality education programs are medically accurate. 

Ultimately the policy debate about abstinence education reduces to how can we 
best prepare youth for a healthy lifetime and how we best promote sexual and 
reproductive health in our society. At a minimum, all youth must be given the 
information they need to protect their health and their lives. 
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Appendix: Quotations from Selected Curricula concerning Condoms 


Quotations by Theme’ 

Specific Quotations from Me, my world, my future (MMWMF), 

Sexu&lityf Commitment and Family (SCF) and Why kNOw (WK/ 



t vii'i >11 


Condom slippage and 
breakage 

The failure rates for condoms (breakage or slippage rate) is higher than 
most people think. During vaginal intercourse condoms have been reported 
to break or slip off 14.6 % of the time, and a large family planning clinic 
found that 52% of respondents had experienced condoms bursting or 
slipping off in the previom tiliree months. Between male homosexuals, 
condoms have l^en shown to fail 7.3%, 8% and 25.5% of the time. 
(MMWMF p 214; SCFp 19) 

Condom slippage and 
breakage 

Youth as condom users 

Condoms fail to protect when they break or slip off. Failure most often 
occurs when used by couples who are young, less experienced, or in those 
who are not cohabitating. 

• Reported failure rates with female prostitutes are 0.6% to 5%. 

• Failure rates for adults who are experienced and/or mutually 
monogamous are 1.3%, 1.9%. 6.7%, 7.4%, 8%, 10.1%, H.7%, 

12.9% and 15.1%. 

• When one partner had limited experience, condoms failed 6.9% 
and 14.8% of the time. 

• At the time of publication, only one study was found in non- 
cohabitating couples ages 13 to 17. Condoms failed ! 1.5% of the 
time. 

(MMWMF p 257) 

Condom slippage and 
breakage 

The condom has a 14% failure rate in preventing pregnancy (1998 
Contraceptive Technology, page 216) i.e. keeping sperm from entering the 
woman’s body. (WK p 96) 



ContraceijliVe.E<I!is4i:yftt " 
Condoms > ' 

X V',;-' , , - 

Contraieptive Efficaev 
and Condoms 

Youth as condom users 

Basically two factors influence the overall effectiveness of a birth control 
method; (!) method failures and (2) patient failures. Mature married 
couples experience low failure rates, while single adolescents consistently 
prove to have higher failure rates, even after extensive training and follow- 
up (see below). Perhaps there is fundamental difference between post 
marital family planning and pre-martial birth control. (MMWMF p 215; 

SCF p 20) 

Contraceptive Efficacy of 
Condoms 

Do condo/ns ever break or slip? 

Condoms fail 1 5.7 percent of the time over the course of a year. This is a 


' Tlie possible tfsemes are Condom breakage and slippage, Cmitraccfrtive Efficacy of Condoms, Youth as condom users. Condom 
availability and distribution programs. Condoms and HIV transmis^n risk. Teaching Examples (Condom use and Russian roulette. 
Condom Permeability in Speedy the ^rm) and Other 
Roach, N , & Benn, L (1998). Me, my world, myjuture' Teacher's manual Spokane, WA. Teen-Aid. 

PoUcr,S ,& Roarfi.N (199^)- Sexuality, commitment & family. Teacher's manual. Spokane, WA Teen-Aid 

Frainie, K., & Ritterbush, D. (2006). iVhy Abstinence Education propams: Curriculum for sixth grade through high school, 

teacher's manual. Chattanooga, TN; Why Know Abstinence Education 
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Condoms and HIV 
transmission risk 

standardized failure rate — among some groups of women it has gone as 
high as 36.3 percent and 44.5 percent. 

This means that at the least, the chances of getting pregnant with a condom 
are 1 out of 6. (Contracting HIV is easier than getting pregnant because you 
can only get pre^ant several days a month). (MMWMF p 257; SCF p 37) 

Contraceptive Efficacy of 
Condoms 

Youth as condom users 

The condom has a 22.5% failure rate in preventing pregnancy in unmarried 
women under the ^e of 20 during the first 12 monAs of use. {Family 
Planning Perspectives, M^ch/Aprii 1999). (WK p 90) 

Contraceptive Efficacy of 
Condoms 

The typical failure rate for the male condom is 14% in preventing 
pregnancy ( i 998 Contraceptive Technology p 2 1 6). (WK p 90) 

Contraceptive Efficacy of 
Condoms 

Other 

In view of these “comforting” statistics , consider these additional facts: 

• The human spenn is 450 times larger than the HIV virus 

• A woman can become pregnant approximately 6 days each cycle 
(The ovum actually lasts less than one day, but sperm has been 
known to survive up to five says inside the female genital tract.) 

• You can acquire an STD any day of the month. 

(WK p 90) 

Condoms and HIV 
transmission risk - ' 


Condoms and HIV 
transmission risk 

In one study of heterosexual couples where one partner is HIV infected, 
over an average of two years of sexual exposure i f latex condoms were 
relied upon there was still a iO to 23% risk of transmission of HIV infection 
even with training and proper use. (MMWMF p 214 p 256; SCF 19 &36) 

Condoms and HIV 
transmission risk 

A meticulous review of condom effectiveness was reported by Dr. Susan 
Weller in 1 993. She found that condoms were even less likely to protect 
people from HIV infections. Condoms appear to reduce the risk of 
heterosexual HIV infection by only 69%. (MMWMF p 214; SCF p 19 & p 
36-37) 

Condoms and HIV 
transmission risk 

The CDC has highly touted a study from Europe by Dr. de Vincenzi. This 
was a study of 256 heterosexual relationships where one partner was 
known to be HIV positive, and continued to have vaginal and anal 
intercourse. These adults were carefully instructed to use condoms correctly 
and consistently. Over an average time of 20 months, none became infected 
in the consistent condom users, while 4.8% of the inconsistent users 
seroconverted annually. 

This study has been criticized by three different university groups as being 
seriously flawed in at least six areas, and therefore the results are 
questionable and not statistically significant. (MMWMF p 257) 

Condoms and HIV 
transmission risk 

In the CDC’s highly touted study Dr. de Vincenzi, 256 heterosexual 
couples were followed when one partner was known to be HIV positive. 

Each partner was counseled about HIV infection and about “safe sex.” Only 
48% of the adult couples used condoms consistently. (MMWMF p 258) 

Condoms and HIV 
transmission risk 

Do HIV positive men and women tell their sexual partners of their 
infection? In one study, 40% of HIV infected people did not. Of those who 
did not disclose, 57% did not use condoms consistently. Only 42% of 
individuals with multiple partners were honest about their HIV status. 
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Surprisingly, 21% people did not tell their one and only sexual partner. 
(MMWMFp257) 

Condoms and HIV 
transmission risk 

In a study performed in Canada, freshman college students knew more 
about HIV/AiDSthan odier STD’s. In spite of this knowledge, only 25% of 
the men and 1 6% of the women always used a condom during sexual 
intercourse. Incredibly, among those students with ten or more sexual 
partners, regular condom use was reported by only 21% of the men and 
7.5% of all the women? (MMWMF p 216, 258; SCF p 38) 

Condoms and HIV 
transmission risk 

The use of latex condoms has been promoted, by some, as a means to reduce 
the risk of sexual transmission of HIV. Experts from the Centers for Disease 
Control recommend abstinence and faithful monogamy as the only totally 
effective prevention strategies for sexually transmitted diseases. They also 
note that proper use of condoms for each sexual exposure can reduce, but 
not eliminate, the risk of infection. (MMWMF p 259; SCF p 36) 

Condoms and HIV 
transmission risk 

In mid-1988, the National Institute of Health canceled a two-year research 
project on condom effectiveness in Los Angeles. Officials felt that the 
study had too much risk and was therefore “‘unethical.” The project was 
designed to determine how effective condoms are while people are 
involved in “high-risk” sex. They estimated that 40% of the control group 
would have become infected with HIV, and if condoms even reduced the 
risk ten-fold, four percent of condom users would become infected. (SCF p 
38) 

Condoms and HIV 
transmission risk 

XVI. About Condoms 

A. The use of condoms does not necessarily prevent infection, but could 
iusl it. (SCF p 44). 

Condoms and HIV 
transmission risk 

HIV Crossword Puzzle 

Down 

(6 Best protection- abstinence and mutually faithful monogamy; less than 
best protection - . [condoms is correct crossword answer}. (SCF p 45) 

Condoms and HIV 
transmission risk 

in heterosexual sex, condoms fail to prevent HIV approximately 31% of the 
time (Dr. Susan Weller, “A meta^analysis of Condom effectiveness in 
Reducing sexually transmitted HIV,” Social Science and Medicine, June 
1993). (WK p 90) 



Youtli as condom users 


Youth as condom users 

Contraceptive Efficacy 
and Condoms 

Pregnancy Rates during the first year of contraceptive use. 

Studies show that unmarried adolescents consistently experience higher 
contraceptive failure rates for pregnancy. 

Condom: method failure 4%, married adult 14.1%, unmarried adolescent 
18.4% (MMWMF p 215; SCF p 20) 

Youth as condom users 

Cohabitating women under the age of 20 had condom failure rate of 53.4 
percent in preventing pre^ancy during the first 12 months of use. (Family 
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Contraceptive Efficacy of 
Condoms 

Planning PerspectiveSy March/April ! 999). (WK p 90) 

Youth as Condom users 

Studies have been done on sexually active adolescents and condom usage. 

One was completed in Octol^r 1986 in San Francisco. The authors noted: 

In San Francisco, information about AIDS prevention (including use of 
condoms) via television, newspapers, billboards, and on buses, some aimed 
specifically at teenagers, has increased in past years. The San Francisco 
Unified School District (SFUSD) began teaching a one-class segment on 
AIDS in the middle and high schools in academic year 1985-86 with 
teachers free to discuss AIDS in the lesson plans as they chose. 

After one year of intensive promotion, they notes that only 2 . 1 % of teen 
girls and 8.2% of teen boys reported that they used condoms every time 
they had intercourse during the year. Also, paradoxically they learned that, 
in spite of the knowledge that condoms, “prevent” AIDS and other STD’s, 
the boys had less intention to use them one year later! (MMWMF p 215; 

SCF p 20) 

Youth as condom users 

Is the goal of “correct and consistent” condom use attainable for the 
majority of teens, or even for the majority of adults? (MMWMF p 259) 



Condom availability and ^ 
distribution programs 

■MBmrMiMBawBaawBaaaa^ 

Condom availability and 
distribution programs 

“Condoms don’t hack it. Passing them out is futde.” - Robert Noble, M.D. 
(MMWMF p 2 1 5; SCF p 20) 



iiMli 



Condom use and Russian roulette 

Condom slippage and 
breakage 

If condoms and condom usage are not reliable, wouldn’t relying on them be 
like playing the insane “game” of Russian roulette? A cartridge is loaded 
into one of the six chambers of a revolver. The first “player” spins the 
cylinder, points the gun to his/her head, and pulls the trigger. He/she has 
only one in six chances of being killed. But if one continues to perform this 
act, the chamber with the bullet will ultimately fall into position under the 
hammer, and the games ends as one of the players dies. (MMWMF p 215 
& 258; SCF 19) 

Condom slippage and 
breakage 

Contraceptive Efficacy of 
Condoms 

Condoms and HIV 
transmission risk 

Condoms are like Russian roulette. Condoms do not prevent pre^ancy, 
STD’s, or AIDS; they only delay them. Theoretically, the longer one relies 
on them, they will fail and the “game” is over. 

(MMWMF p 215; SCF p 19) 

Condom slippage and 
breakage 

Contraceptive Efficacy of 
Condoms 

Relying on condoms is like playing Russian roulette. Condoms do not 
prevent pregnancy, STD’s, or AIDS. The longer one relied on them, the 
greater the chance of failure. Even if the method had a 90% chance of 
success the first time, repeated acts compound the failure rate and a 
person’s risk. The longer one relies on them, the probability increases that a 
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Condoms and HIV 
transmission risk 

condom will fail and that the “game” is over. (MM WMF p 258) 


Speedy the Sperm 

Condom Permeability in 
Speedy the Sperm lesson 

Condoms and HIV 
transmission risk 

Contraceptive Efficacy of 
Condoms 

The purpose of this illustration is to show the dangers of trusting your life 
to a piece of latex (condom). The condom has a 14% failure rate in 
preventing pregnancy, (1998 Contraceptive Technology, page 216) i.e. 
keeping sperni from entering the woman’s body. Studies show that the HIV 
virus is 450 times smaller than a human sperm. (Michael Roland of the 
Rubber Chemistry and Technology Company, (1992), Letter to the 

Editor — The Washington Post.) Recent research shows that the actual 
fertile time for women can last for about 6 days each cycle. Sperm has been 
known to live up to 5 days inside the female genital tract; the egg lives less 
than 1 day. Since the HIV virus is smaller than a sperm and can infect you 
any day of the month, the failure rate of the condom to prevent AIDS is 
logically much worse than its failure rate to prevent pregnancy. 

Explain to students the condom failure rate (see page 90) and the size 
difference between the HIV virus and the human sperm. The HiV virus is 
so small that it is impossible to see with the naked eye. In fact, you would 
have to ma^ify it greatly just to see it under a microscope! So for the sake 
of illustration, you are going to magnify it to the size of the penny, which is 
much easier to see. Now the sperm has to be magnified 450x the size of the 
penny. 

Hold up the penny and ask them how large we would have to make the 
sperm if we make the HIV virus the size of the penny. Using their brains, 
paper, and pencils, or calculators tell them to multiply 450 x .5 (size of 
penny’s diameter) = 225 inches. Since there are 12 inches in a foot, divide 
by 12=18.75 ft. Tbat’s a big sperm! 

Tell them you Just happen to have a sperm of that size with you and ask for 
two volunteers. Introduce “Speedy” and have students stretch him out to his 
full length. You stand in the middle and hold the penny up for them to see. 

If the condom has a failure rate of 14% in preventing “Speedy” from 
getting through to create new life, what happens if this guy (the penny) gets 
through? You have a death: your own. 

(WK p 96) 

Condom Permeability in 
Speedy the Sperm lesson 

Condoms and HIV 
transmission risk 

This chart shows the size differences between various STD’s and the 
human sperm, HIV is about 0.!, microns in diameter. By comparison, the 
diameter of the head of a human sperm is about 3 microns. In total the HIV 
virus is approximately 450 times smaller than the human sperm. (WK 
Transparency V) 


Safer Than Nothing (activity supplement Sexually Transmitted Diseases) 

Condoms and HIV 
transmission risk 

Contraceptive Efficacy of 
Condoms 

After a discussion about the failure rate Of the condom ask the class, “Since 
the condom is not 100% safe, it cannot be called “safe sex”; so what could 
we cal it?” After the class has had a few moments to answer, you suggest 
that “safer than nothing” may be a better name. Ask them if they want to be 
100% safe, or just “safer than nothing.” Sine there are some people who are 
satisfied with being “just safer,” we have a little scenario that will help us 
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understand exactly wdiat tfiey are settling for when they settle for “just 
safer.” Invite a student to come to the front of the class to play the par of 
"Teen. ” You plan the part of "Narrator" and "Tempter. " 

[sic] From the plane we are watching this happening. We can’t jump 
because we are not married and don’t have a parachute. If we jump without 
being married, we are ^mg to go “splat,” so ail we can do is watch and 
learn. We watch those who are doing it right and making their raairiage 
work, [sic] 

>45^ the students what will happen when they jump /the unmarried couple 
who is using a baby blanket as a parachute]. They will say that they are 
going to crash. Yes, they are going to crash, because, although they are 
doing the same thing that married people are doing, they are not married. A 
blanket cannot take the place of a parachute, and condom cannot take the 
place of the protection of a faithful, loving, monogamous relationship. 

(WK p 98-99) 



Other 


other 

How effective is Teen Contraceptive Use? 

Encouraging the use of condoms and other contraceptives may even be 
harmful if it gives a false sense of security, (emphasis added [by Teen 

Aid]) (MMWMFp214) 

Other 

Are Condoms Effective and Reliable? 

[sic] Would you trust a condom, when condoms have been shown to be 
ineffective in preventing pregnancy or disease, to break, and even with 
proper usage to allow the transmission of HIV? (MMWMF p 214) 

Other 

A Rutgers University study found that barrier contraceptives apparently do 
not afford adequate protection against chlamydia. Infection rates were 
similar regardless of the contraceptive used. User infection rates were 
diaphragm -44%, condom-36%, oral contraceptives- 37% and no 
contraception- 44%. (MMWMF p 214; SCF p 19) 

Other 

Prevention 

...He [former US Surgeon General Dr. C. Everett Koop] advocates 
condoms only for those who would not be abstinent or monogamous. 
(MMWF p 256) 

other 

in spite of high level of AIDS-specific knowledge among sexually active 
young people (mean age 16.3 years), more than 66% engaged in sex 
without correct condom usage, with partners whose sexual history was 
unknown. These authorities concluded that AIDS knowledge alone is 
unlikely to reduce sex risk behavior in adolescents. (MMWMF p 257) 

Other 

A questionnaire of 1 08 men found that 49% reported removing condoms 
after beginning mtercourse. (MMWMF p 258; SCF p 19) 

Other 

About Condoms 

What if condoms were 100% effective in preventing HIV infection, if used 
“correctly and consistently”? Should we then abandon moral values and 
advocate that all our children be indoctrinated that they must use condoms 
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with every sex act, be taught how to coirectly use them? If so, at what 

age do we begin instruction? (MMWMF p 258) 

Other 

Should physical safety from HIV, other STDs, or pregnancy be our 
paramount concern? Or are there other very important long-term 
considerations? What effect does condom instruction have on young people 
spiritually, emotionally, and socially? Does condom instruction result in 
positive or negative effects on ftiture family stability and economic 
success? Could it not actually be harmful to young people, or to the rest of 
us, to follow this course? (MMWMF p 259) 

Other 

If you knew that someone was infected with the AIDS virus (HIV) would 
you have sex with that person? Would you recommend that your son or 
your daughter or your students place their trust in condoms? Would you 
trust a condom when condoms have been shown to be ineffective in 
preventing pregnancy or disease, to break, and even with proper usage, to 
allow the transmission of HIV? (MMWMF p 259; SCF p 19 & 36) 

Other 

Risky Behavior 

If abstinence is 100% effective and there is virtually no risk in a mutually 
faithful, monogamous (marriage) relationship, what level of risk are you 
willing to take? Condoms use has a risk factor. Are you worth the best? 

^Vhat is the best choice with the least risk? What choice can you Jive (die) 
with? (MMWMF p260; SCF p39). 

other 

Teens Can Abstain 
fsici 

Medical authorities see a continuing toll of sickness and death by 

HIV/AIDS, and they are calling for changes in sexual behavior. A popular 
“solution” one frequently hears is the cry that people must be given more 
condoms, and condom/AIDS education, an effort that has proven to fall 
short of expectations. (SCF p 22) 

Other 

It appears that a condom should reduce one's risk of infection in a single 
sex act. The more often that the act is repeated, the more opportunity there 
is for condom failure. The longer people engage in risky behavior and rely 
on condoms for protection, the greater the risk of becoming infected. 

(Those married couples who are mutually faithful and don’t do IV drugs 
have no risk of HIV infection, with or without a condom.) (SCF p 38) 

Other 

Think about the following statistics and consider: “Could condoms be just 
another stupid idea?” (WK p 90) 

Other 

Currently there is not a condom made that can protect a person’s emotions. 
(WK p 90) 
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"If medicine is to fulfill her great task, then she must enter the political and 
social life. ’ ’ Virchow, founder of modem pathology 


Abstract 

Recently, many states have implemented requirements for scientific or medical accuracy in 
sexuality education and HIV prevention programs. While seemingly uncontroversial, these 
requirements respond to the increasing injection of ideology into sexuality education, as 
represented by abstinence-only programs. This commentary describes the process by which 
health professionals and government advisory groups within the United States reach scientific 
consensus and reviews the legal requirements and definitions for medical accuracy. Key 
elements of this scientific process include the weight of scientific evidence, the importance of 
scientific theory, peer review, and recognition by mainstream scientific and health organizations. 
A concise definition of medical accuracy is proposed which may be useful to policy makers, 
health educators, and other health practitioners. 

Introduction 

Despite the overwhelming .success of science as the foundation for medicine and public 
health, increasingly .science itself is being manipulated or ignored in the debates surrounding 
public policy. While health professionals implicitly accept this scientific foundation for their 
work, we have seen political intrusions into scientific policy making normally based on scientific 
considerations in areas as diverse as FDA approval of emergency contraception, stem cell 
research, and new vaccines for the Human papillomavirus (HPV). (This interference also 
reaches into public schools with the teaching of evolution and abstinence education. 

Tampering with scientific decision-making has included the suppression of data collection and 
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analysis, the muzzling of federal scientists, the packing of scientific advisory committees, the 
equating of fringe science with mainstream science, and the manipulation of scientific 
uncertainty. While political interference in public health is not new, many have suggested 
the Bush administration has politicized science to an unprecedented degree.**’ ^ In this 
commentary, 1 explore the collision of science and ideology in recent federal policy designed to 
promote abstinence to improve adolescent reproductive health, and the recent introduction of 
federal and state legal requirements for medical accuracy as a legislative solution to these 
ideological debates. [Clearly distinctions can be made between medical accuracy and scientific 
accuracy, however, for purposes of this commentary I have generally considered medical 
accuracy to be the application of scientific accuracy to health matters. Scientific accuracy is the 
preferable term but medical accuracy is more commonly use.] {Note to the editor- this sentence 
could go into a footnote.} 

Since enacting “welfare reform” in 1996, the federal government has spent more than 1 
billion dollars on assistance to states, and to community-based, and faith-based organizations for 
abstinence-only educational programs,*' * These programs are restricted from providing 
information about condoms and contraception, except to discuss their failure rates.'® A variety 
of critiques, based upon scientific and ethical considerations, have been directed toward US 
government policies that promote abstinence exclusively.’’ ‘ *'^® These critiques of commonly 
used abstinence education curricula, from leading health professional and human rights 
organizations, have addressed multiple issues including scientific accuracy, withholding of life- 
saving information about the Human Immunodeficiency Virus (HIV), failure to delay initiation 
of sexual intercourse, promotion of gender stereotypes, insensitivity and unresponsiveness to 
sexually active youth and non-heterosexual youth, harm to comprehensive sexuality education 
and other domestic public health programs, damage to US foreign aid programs, and 
inconsistency with ethical imperatives of medicine and public health.’ ®’ " ' Underlying 

ideological assumptions of abstinence-only programs, based on moral and religious beliefs of 
their authors, are often at odds with current .scientific consensus; these beliefs are a critical 
feature of the “scientific” basis for abstinence-only policies.” 

Medical Accuracy in Abstinence Only Education Programs 

A number of analyses have specifically examined the scientific or medical accuracy of 
commonly-used abstinence programs. In 2004, the minority staff of the Committee on 
Government Reform of the U.S. House of Representatives reviewed 13 commonly-used, 
abstinence-only curricula for evidence of scientific accuracy.’* Their report, commonly referred 
to as the Waxman report, found that II of the 13 curricula contained false, misleading or 
distorted information about reproductive health including inaccurate information about 
contraceptive effectiveness and the risks of abortion, as well as other scientific errors. These 
curricula treat stereotypes about girls and boys as .scientific fact and blur religious and scientific 
viewpoints.’* Two recent reviews of several abstinence-only curricula found similar problems.’'’’ 

In the fall of 2006, the Government Accountability Office (GAO) issued two reports on the 
federal programs that promote abstinence, both of which faulted the programs on the issue of 
scientific accuracy.’®’ ’ In the first report, the GAO found that the Agency for Children and 
Families (ACF), which dispenses most of the federal funding for abstinence education through 
the Community Based Abstinence Education (CBAE) or Title V programs, does not review 
grantees’ educational materials for scientific accuracy and does not require either CBAE or Title 
V recipient programs to review their own materials for scientific accuracy,’® The second report 
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concluded that the federal statutory requirement (section 3 1 7P(c)(2) of the Public Health Service 
Act) to include scientilicly accurate information on condom effectiveness would apply to 
abstinence education materials prepared and used by federal grant recipients?^ The Department 
of Health and Human Services (DHHS), a parent agency of the ACF, responded that 317P does 
not apply to abstinence education, although the 2007 program guidelines for the CBAE 
program created a new requirement specifically pertaining to medical accuracy. 

What is meant by '^medical or scientific accuracy^" Importantly, how do health 
professions determine medical and scientific accuracy? In answering these questions, it is useful 
to review the way medical and public health organi 2 ations review scientific studies to formulate 
policy guidance. 

Scientific Consensus in Setting Health Policy 

The community of scholars within a scientific discipline provides opportunities for 
vetting and critiquing new ideas; via professional meetings and conferences, peer-reviewed 
publications, advisory boards, university education, and mentoring of junior scientists. This 
scientific community operates through a variety of professional organizations - associations of 
scientists, public health workers, and medical professionals which promote scientific consensus 
by offering scientific opinions on key policy and practice issues. These professional 
organizations include the American Medical Association (AMA), the American Public Health 
Association (APHA), the American Academy of Pediatrics (AAP), and other specialty and 
subspecialty groups. These opinions are created and reviewed by a series of scientific 
committees to insure both the scientific accuracy and the clarity of specific recommendations. 
Likewise, federal government advisory committees such as the Advisory Committee on 
Immunization Practices (ACfP), the US Preventive Services Task Force, (USPSTF), the Task 
Force on Community Preventive Services (TFCPS), and the Institute of Medicine (lOM), as well 
as federal agencies such as the Centers for Disease Control and Prevention (CDC), the National 
Institutes of Health (NIH), and the Food and E)rug Administration (FDA) offer scientific 
opinions on a broad variety of healtli matters. Taking a hard-nose approach, these bodies 
separate scientific fact from fallacy to assure policy based on the current scientific 
understanding. 

These consensus statements are authoritative recommendations informed by scientific 
research. Membership within these advisory groups is based on scientific accomplishment and 
recognition by members of one’s own profession. Such groups use a variety of methods to reach 
consensus on scientific matters, including literature reviews, formal meta-analyses, and clinical 
experience. All scientific disciplines have standards for scholarship that are used to judge the 
quality of specific studies, although such standards differ among professions and disciplines. 

The methods for reviewing scientific findings, rating the strength of scientific evidence, and 
reaching recommendations are often explicitly defined in written documents.^^’ These review 
processes favor research published in peer-reviewed journals, particularly those journals that are 
held in high regard within the medical and scientific communities. Scientific panels weigh not 
only the predominance of evidence, but also consistency of specific studies with scientific theory 
within a particular discipline. These reviews examine key issues of scientific validity, such as 
the strength of research design, sample size, the generalizability of findings, etc. Policy makers 
and practitioners alike utilize these consensus statements in their decision making. While this 
scientific consensus process does not guarantee consensus in policy making, particularly where 
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strong cultural beliefs or economic forces are at work, this consensus process is often essential in 
determining scientific accuracy. 

The licensure of the first vaccine to prevent HPV infection and cervical cancer is an 
example of this scientific consensus process at work - particularly when this scientific process is 
confronted with social and cultural concerns.^' Based on research findings provided by the drug 
company (Merck), FDA advisory committees recommended licensure and the FDA subsequently 
approved the vaccine for sale in 2006. Following licensure, the ACIP endorsed the vaccine’s use 
among females 9-26 years of age and provided specific recommendations for its use. Medical 
associations such as the Society for Adolescent Medicine and American College of Obstetricians 
and Gynecologists (ACOG) have endorsed its widespread use. Despite concerns among social 
conservatives that the vaccine would lead to increased sexual risk taking among teens and 
despite conservative political leadership in the White House, the scientific review and consensus 
process fimctioned properly and led to approval of a vaccine that appears to be very safe and 
potentially highly efficacious More than 20 states are currently considering legislation to 
mandate vaccine coverage. Despite considerable evidence that school mandates improve vaccine 
coverage for children and adolescents, opposition to these mandates has been strong. 
Opposition from conservatives have been joined by opposition from those who generally oppose 
childhood vaccinations, those worried about drug company tactics, and physicians who are 
concerned about costs, long term efficacy, and side effects.^'’ 

Similar review and consensus processes have been used in determining the efficacy of 
sexuality education, including AOE.*^'^'*’^”' Most recently, scientific review has been extended 
to the content of sexuality education curricula.^^’ This extension has often used the term 
“medical accuracy.” 

State and Federal Requirements for Medical Accuracy 

State governments and the federal government have begun requiring medical accuracy in 
public health programs such as sexuality education, HIV prevention programs, and condom 
distribution.^’ For example, section 3 1 7P(c)(2) of the federal Public 1 lealth Service Act (42 
U.S.C. § 247b- 17(c)(2)), enacted in 2000, (also known as “the federal condom statute”) requires 
medical accuracy when educational materials about sexually transmitted diseases (STDs) are 
created and distributed by HHS and HHS grantees. Such materials must contain “medically 
accurate information regarding the effectiveness or lack of effectiveness of condoms in 
preventing the STD. ” Notably, the federal statute does not define “medical accuracy.” 

Based on a WestLaw search of all 50 state statutes, twenty-one states (AZ, CA, CO, lA, 
IL, IN, LA, ME, MD, Ml, MN, MO, NV, NY, NC, OK, OR, Rl, UT, WA, WV) have in some 
way required medical or scientific accuracy (using a variety of terms) in the provision of 
sexuality and/or HIV/AIDS education, although often without defining the term.^’ 

Among these 2 1 states, seven states have definitions of medical accuracy in some area of 
health law; four of these definitions appear in state sexuality education requirements (Table 1). 
Some states, such as New Mexico, have undertaken specific reviews of abstinence curricula, 
while other states, such as New Jersey, have rejected the curricula outright and declared they are 
unable to review each individual curriculum.^* 

California requires that information presented in “sexual health education” courses “shall 
be medically accurate and objective” (Cal. Education Code § 51933(b)(2)), Similarly, Utah law 
requires the state board of education to approve instructional materials used in school health 
courses (Utah Code § 53A-13-101(l)(c)(i)) and an additional educational regulation mandates 
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that the board may “approve only medically accurate human sexuality instruction programs” 
(Utah Administrative Code r. 277-474.4.(0)). Colorado requires and defines medical accuracy 
with respect to HIV and AIDS prevention and education programs. (Colo. Rev. Stat. § 25-4- 
1413(5); 6 Colo. Code Regs. § 1009-10(1.1XG))- A new Colorado statute also requires school 
human sexuality courses to be “medically accurate aceording to published authorities upon 
which medical professionals generally rely” (H.B. 07-1292, 66th Gen. Assem., Reg. Sess. (Colo. 
2007) (amending Colo. Rev. Stat. § 22-1-1 10.5)). Finally, new state laws in Iowa and 
Washington require sexuality education to be “research-based” and “medically and scientifically 
accurate,” respectively. New Mexico and New Jersey require (and define) medical accuracy with 
respect to written and oral information provided to sexual assault survivors (N.M. Code R. §§ 
7.7.2.7(KK), 7,7.2.38(B)(6); N.J. Stat. §§ 26:2H-I2.6b, 26:2H-12.6c). 

The medical accuracy definitions found in the California, Iowa, New Jersey, and 
Washington statutes and the Utah, New Mexico, and Colorado regulations are nearly identical. 

In these cases, medical accuracy is defined by three interrelated features: 

• verification or support of research conducted under accepted scientific methods; 

• publication in peer-reviewed journals; and 

• recognition as accurate and objective by mainstream professional organizations such as 
the AAP, ACOG, APHA, and government agencies such as the CDC. 

New Mexico, New Jersey, and Iowa add an important qualifier to peer-reviewed publication; 

• supported by the weight of scientific evidence, i.e., “weight of research.” (This 
weighing of the predominance of evidence is intrinsic in the review by profe.ssiona! 
organizations and government agencies.) 

The Colorado definition includes two additional components: 

• linkage to social, behavioral, and biomedical theories; and 

• adaptation of programs that are evidence-based. 

Iowa adds the important notion of “complete” information. 

Are these state definitions of medical accuracy adequate? The short answer is “Yes,” 
particularly if one considers the features identified by New Mexico, New Jersey, Iowa, and 
Colorado - which add critical dimensions. These state definitions clearly recognize the process 
which health professionals and scientists themselves understand and reflect the practical realities 
by which scientific con.sensu.s is produced. 

The social/political context for requirements for “medical accuracy” is important to 
understand. Since the 2004 report of the Waxman Congressional staff, conservative 
organizations that support abstinence-only programs have attempted to define medical accuracy 
themselves.^’’ For example, the Medical Institute for Sexual Health, a physicians group based 
in Texas which promotes sexual abstinence and the National Abstinence Leadership Council, has 
issued statements on medical accuracy. Such statements provide some insight into the scientific 
process, e g., by identifying the importance of correctly quoting scientific research and the 
importance of peer review and publication in a medical journal. Such statements also undermine 
the scientific consensus process, for example, by suggesting that “not all government agency 
recommendations meet this standard [of medical accuracy], " ” Moreover, these definitions are 
incomplete in key respects. Critical missing elements include the failure to acknowledge the 
positive importance of scientific consensus, the predominance of scientific evidence, and the use 
of theory in guiding scientific discovery and producing consensus. Theory is critical to the 
scientific process and in distinguishing science from ideology. 
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S cientific Theory ^ 

I “Stand on the shoulders of giants. ” From the home page of Google Scholar | 

An unfortunate feature of many current public debates is the manipulation of scientific 
uncertainty and confusion about scientific theory.* Discovery and debate within the scientific 
community are critical to the scientific process and scientists are generally acutely aware of the 
limits to their own understanding. Does this suggest that scientific theories are merely unproven 
hypothetical constructs? If science is not definitive, is any scientific fact as good as any other? 
This confusion (or perhaps obfuscation) goes to the heart of the processes by which science 
reviews and reaches consensus on health issues. 

Scientific discovery builds theories or paradigms, i.e., all encompassing theoretical 
constructs that attempt to explain a body of scientific findings.’’ In its classic formulation by 
Kuhn, a paradigm is expected to be consistent with all of the scientific findings within a specific 
area of scientific investigation and not inconsistent with other theories. Theoretical paradigms 
are not static, but substantial alternative findings are required to incite a paradigm shift or 
scientific revolution. An example is Darwin’s discovery of natural selection that became the 
foundation for a new theory of evolution and essential to modern biology and medicine. In 
contrast to natural selection, some have developed an alternate “theory” so-called intelligent 
design that is not science at all; this “theory” fails to follow the rules of science discovery and 
collapses under the accumulated body of scientific evidence. It makes little attempt to be 
encompassing and is rejected by mainstream organizations of biologists. 

In the behavioral sciences and health education we are seeing the emergence of 
consensus theories of behavior change based on several decades of research, particularly /\IDS 
prevention research (Fishbein Report). This emerging paradigm emphasizes key psychosocial 
factors such as .self efficacy and peer norms and stages of behavior change. These factors have 
become key building blocks in developing comprehensive, effective sexuality curricula, such as 
Safer Choices.'” Likewise, Kirby and others have identified key characteristics of effective 
programs.'" These psychosocial factors and characteristics do not appear to have influenced the 
creation of AOE curricula. 


If Information is Incomplete, is it Medically Accurate? 

A final issue in debates over medical accuracy involves the withholding of information 
about the benefits of condoms and contraception in abstinence-only curricula. Federal 
abstinence program.s must have as their “exclusive purpose” the promotion of abstinence outside 
of marriage and may not in any way advocate contraceptive u.se or discuss contraceptive methods 
except to emphasize their failure rates.” '” As such, programs may di.scuss the risks and failures 
of contraception but not their benefits or successes in preventing pregnancy or HIV and other 
STDs. This specific program restriction clearly requires programs to provide biased 
information, by withholding positive information about contraception. Thus, it is not surprising 
that the Waxman report found that commonly-used abstinence programs contained inaccurate 
information about condom and other contraceptive effectiveness.^’ 

Withholding potentially life-saving information from sexually active teenagers is 
ethically troubling. ’■ '*• The principle of informed consent suggests that persons should be 
given all the information they need to make informed choices Patients with cancer or other 
serious illness expect that they will receive complete and accurate information about treatment 
options from their physicians. Likewise, teenagers at risk of HI V and other STDs and 
unintended pregnancy need information on ways to prevent these. The American Medical 
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Association and other medical societies have endorsed annual behavioral screening and 
counseling for teenagers about sexual health.'*^ Similarly, key medical and public health groups 
have endorsed comprehensive sexuality education.' If teenagers are sexually active, 
they need information to protect their health and lives. In school-based health education 
programs where a significant proportion of students are sexually active or will be shortly, 
students need access to education that provides accurate information about condoms and 
contraception. Where there is a need to know, medically incomplete is medically inaccurate. 

Conclusion.s and Implications 

Koplan and McPheeters have suggested that science should inform public health which in 
turn should drive public policy.''^ Unfortunately, they find that often the reverse is true, with 
politics driving public health decision-making and then seeking scientific justification using 
faulty science. Such manipulations of public policy-making must be stopped. 

In this context, the requirement for medical accuracy is a welcome and generally helpful 
development for sexuality education and potentially useful in other areas of health. Requiring 
medical accuracy can help in clarilying debates between mainstream scientists and ideologically 
driven groups who claim the mantle of science in supporting specific social policies. 
Understanding the scientific consensus process can prevent the manipulation of scientific 
uncertainty. Health professionals and scientists need to become active in speaking out on the 
importance of scientific integrity in public policy. This can be done personally via letter writing 
and community advocacy or more broadly through energizing professional organizations around 
these issiues. 

Likewise, a definition of medical accuracy, based upon current practices for developing 
scientific consensus, would be helpful to state and federal policy-makers and local practitioners. 
Such a definition of medical accuracy should incorporate a comprehensive understanding of the 
scientific process. As such, medical accuracy should be defined as: 

information relevant to informed decision-making based on the ■weight of scientific 
evidence, consistent with generally recognized scientific theory, conducted under 
accepted scientific methods, published in peer-reviewed journals, and recognized as 
accurate, objective, and complete by mainstream professional organizations such as 
AMA, ACOG, APHA and AAP, government agencies such as the CDC, FDA and NIH, 
and scientific advisory groups such as the Institute of Medicine and the Advisory 
Committee on Immunization Practices. The deliberate withholding of information that is 
needed to protect life and health (and therefore relevant to informed decision-making) 
should be considered medically inaccurate. 

All states and the federal government should adopt requirements for medical accuracy in 
health education. At a national level, DHHS should create an independent review process to 
ensure the accuracy of commonly-used health education curricula supported by the federal 
government. Likewise, states should convene advisory bodies of knowledgeable medical 
professionals and public health officials to review local curricula. 

Requirements for medical accuracy will not end attempts to manipulate health policy- 
making. However, such a requirement provides a clear standard in refuting such attempts. Even 
in the absence of a specific public health mandate or definition, appeals for medical accuracy 
may be a useful approach in promoting scientifically-grounded health policies. 
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Table 1. State Definitions of Medical Accuracy | 

State 

Statute 

(enacted) 

Scope 

State Definition 

California 

Cal. Educ. 
Code § 
51931(f) 
(2003) 

Sexuality 

education 

Verified or supported by research conducted in 
compliance with scientific methods and published 
in peer-reviewed journals, where appropriate, and 
recognized as accurate and objective by 
professional organizations and agencies with 
expertise in the relevant field, such as the federal 
Centers for Disease Control and Prevention, the 
American Public Health Association, the American 
Academy of Pediatrics, and the American College 
of Obstetricians and Gynecologists. 

Utah 

Utah Admin. 
Code r. 
277.474.1(G) 
(2001) 

School 

health 

education 

Verified or supported by a body of research 
conducted in compliance with scientific methods 
and published in journals that have received peer 
review, where appropriate, and recognized as 
accurate and objective by professional 
organizations and agencies with expertise in the 
relevant field, such as the American Medical 
Association. 

New 

Mexico 

N.M. Code 
R§ 

7.7.2.7(K1C) 

(2004) 

Sexual 

assault 

survivors, 

infonnation 

about 

emergency 

contraception 

Verified or supported by the weight of research 
conducted in compliance with accepted scientific 
methods and standards; published in peer-reviewed 
journals; and recognized as accurate and objective 
by leading professional organizations and agencies 
with relevant expertise in the field of obstetrics and 
gynecology, such as the American College Of 
Obstetricians And Gynecologists. 

New Jersey 

N.J. Stat. § 

26:2H-12.6b 

(2005) 

Sexual 

assault 

survivors, 

information 

about 

emergency 

contraception 

and STDs 

Verified or supported by the weight of research 
conducted in compliance with accepted scientific 
methods and standards, published in peer-reviewed 
journals, and recognized as accurate and objective 
by leading professional organizations and agencies 
with relevant expertise in the field of obstetrics and 
gynecology. 
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Colorado 

6 Colo. Code 
Regs. § 

1009- 
10(1, 1)(G) 
(2006) 

HIV/AIDS 

prevention 

and 

education 

programs 

Consistent with one or more of the foHowingA. 
Verified or supported by research conducted in 
compliance with scientific methods;2. Recognized 
as accurate and objective by professional 
organizations and agencies with expertise in the 
relevant field, such as the American Public Health 
Association, American Social Health Association, 
the American Academy of Pediatrics, the 

American Academy of Family Physicians, the 
American College of Obstetricians and 
Gynecologists, the Infectious Di.sease Society of 
America, and the American Psychological 
Associalion;3.A study published in a peer- 
reviewed journal;4. Clearly identified link to 
social, behavioral, and biomedical science 
theories; or5. A local adaptation of an evidence- 
based model. 

Iowa 

H.F. 611, 

82nd Leg., 
2007 Sess. 
amending 
Iowa Code § 
279.50 
(2007) 

Instruction in 
human 
growth and 
development, 
human 
sexuality, 
STDs, and 
HIV/AIDS 

Complete information that is verified or supported 
by the weight of research conducted in compliance 
with accepted scientific methods; recognized as 
medically accurate and objective by leading 
professional organizations and agencies with 
relevant expertise in the field, such as the 

American College of Obstetricians and 
Gynecologists, the American Public Health 
Association, the American Academy of Pediatrics, 
and the National Association of School Nurses; 
and published in peer-reviewed journals where 
appropriate. 

Washington 

S.B. 5297, 
60th Leg., 
2007 Reg. 
Sess. (2007) 

Sexual health 
education 

Information that is verified or supported by 
research in compliance with scientific methods, is 
published in peer-review journals, where 
appropriate, and is recognized as accurate and 
objective by professional organizations and 
agencies with expertise in the field of sexual health 
including but not limited to the American College 
of Obstetricians and Gynecologists, the 

Washington State Department of Health, and the 
federal Centers for Disease Control and 

Prevention. 
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Chairman Waxman. Thank you very much. 

Dr. Benjamin. 

STATEMENT OF GEORGES BENJAMIN 

Dr. Benjamin. Good morning, Mr. Chairman and members of the 
committee. Let me just first of all thank you very much for having 
this hearing and just say that I am here representing the American 
Public Health Association, and we adopt policies every year looking 
at very, very important public policy issues. We have addressed 
this issue in 1990, 2003, 2005, and then again in 2006. 

Let me just say the bulk of our policies certainly recognize the 
critical, critical importance of ensuring abstinence. I think every 
public policy person and every parent certainly wants to do that. 
But we have expressed significant concern about abstinence-only 
programs, and actually would call for their termination in terms of 
Federal funding in their current form. 

We have had three areas of concern. Area of concern No. 1 is fun- 
damentally do they work. We think certainly that the weight of the 
evidence today, as they are currently constructed they do not work. 
What I mean by work means that do they create abstinence and 
do they create the public health outcomes that we really need in 
the long term. We don’t think that they do that. 

Second, just to point out that we do believe that the alternative 
is comprehensive health education, particularly around sexuality 
issues, and we do think they work. We think that certainly nothing 
is perfect, but when you compare the two, that the comprehensive 
approach is much better. 

Second, do the abstinence-only programs complicate other public 
health measures? The answer to that we certainly think is that 
they do, and they do in a variety of ways. One, they cause a great 
deal of confusion. One of the things I have learned, both in my time 
practicing clinical medicine, and, of course, certainly my time as a 
parent, that our kids are much farther along than we think they 
are. They know much more and they are a whole lot more curious 
than we think. So when you give them only a single message, they 
are going to seek the stuff we don’t tell them in other places. 

These programs in many cases don’t give the kids the tools that 
they need, the facts that they need to combat inappropriate or in- 
adequate or unscientific information that they may hear or pick up 
amongst their peers or in other places. We think there are lots of 
problems with that. 

We think that there has been real targeting on the efficacy of 
condoms as an alternative, again, for those children for which ab- 
stinence has now failed. It really doesn’t give them the tools to go 
about that, because of the lack of facts. 

We think that certainly the fact that 17 States have now said 
that they are not going to take funding, having been a health offi- 
cer in two jurisdictions, here in the District of Columbia and in the 
State of Maryland, I can tell you for a health department to give 
up funding is a very, very significant act. That is money that could 
go for very important public health efforts. 

And then I think finally significant ethical concerns. As a clini- 
cian, one of the challenges that I have always is figuring out what 
to tell people, what to tell patients, what to tell the community. I 
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have discovered the best answer to that is to tell them what I 
know, tell them what I don’t know, to be very clear with them, to 
tell them at a level, either if I am writing, at a literacy level, or 
in speaking, in a language that they will understand, that is cul- 
turally appropriate, that is age appropriate, and to deal with that 
in the most honest way that I can. 

My real concerns, I think the concerns of APHA, is that, at least 
as currently constructed, these abstinence-only programs on bulk 
don’t do that, and so we have real significant concerns about their 
continuation. 

With that I will stop. Thank you. 

[The prepared statement of Dr. Benjamin follows:] 
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Protect, Prevent, Live Welt 

Testimony of the American Public Health Association 
“Domestic Abstinence-Only Programs: Assessing the Evidence” 

House Committee on Oversight and Government Reform 
April 23, 200S 

The American Public Health Association (APHA) is the oldest and most diverse organization of public 
health professionals in the world. APHA represents a broad array of health officials, educators, 
environmentalists, policy-makers, and health providers at all levels working both within and outside 
government org^izations and education institutions. We are pleased to present our views on abstinence- 
only-until-marriag^ programs. 


The Role of Schools in Sexuality Education 

The American Public Health Association (APHA) recognizes that youth face considerable risk to their 
reproductive health. Adolescents have the highest age-specific risk for many sexually-transmitted infections 
(STIs) and the United States continues to lead the developed world in the rate of adolescent pregnancy. In 
fact, U.S. teen pregnancy and teen birth rates are the second highest among 46 countries in the developed 
world (the U.S. is second to Russia in teen pregnancy rates and Armenia in teen birth rates). APHA further 
recognizes that abstinence from sexual intercourse is an important behavioral strategy for preventing HIV, 
STIs, and unintended pregnancy. Many adolescents have not initiated sexual intercourse, and many sexually 
experienced adolescents and young adults are abstinent for varying periods of time. We note that there is 
broad pubUc support in the U.S. for abstinence as a necessary and appropriate part of sexuality education. 
APHA also notes that few Americans remain abstinent until marriage, and most initiate sexual intercourse as 
adolescents. Together, data from the 2002 National Survey of Family Growth and the 2000 U.S. Census 
indicate a considerable gap between the median age at first intercourse of 17 years, and the median age at 
first marriage of 25 in women and 27 in men. Such demographic realities raise serious questions about the 
feasibility of programs that promote absrinencc-only-until-marria^ (AOUM) as a universal strategy. 
Moreover, APHA notes that significant ethical and human rights concerns arise when abstinence is 
presented to adolescents as the sole choice, or when health information regarding other choices is limited or 
misrepresented. 

Ail young people must be prepared to become sexually healthy adults and provided with the knowledge and 
skills necessary to avoid HIV, ocher sexually-transmitted infections, and unintended pregnancy. 
Parents/guardians and families are the first and most influential sexuality educators of their children, yet 
many young people report that they need additional guidance. APHA believes that the nation's K-12 
schools, in concert with families, religious and community groups, and health care professionals, should 
implement effective sexuality education programs that are age, gender and culturally-appropriate, support 
the elimination of health disparities, and are based on sound science and proven principles of instruction. 



156 


Currently, there are two contrasting approaches to teaching adolescents about sexuality: 1) comprehensive 
sexuality education (CSE) programs, which include abstinence-based instruction; and 2) AOUM programs. 
In 1990, APHA adopted a policy that “Urges that a national policy on reproductive health care for 
adolescents include comprehensive health and sexuality education in schools extending from kindergarten 
through high school.” Policies containing the same recommendation were adopted in 2003, 2005 and 2006. 
The 2006 policy also notes that “significant ethical and human rights concerns arise when abstinence is 
presented to adolescents as the sole choice, or when health information regarding other choices is Emited or 
misrepresented.” 

Youth are at Risk for STIs, Unintended Pregnancy and HIV 

Young people in the United States are at persistent risk for ^TIs, unintended pregnancy and HIV infection. 
In addition, youth of racial and ethnic minorities are at particular risk, as indicated by the following data. 
Eliminating such health disparities is a priority for APHA. 

According to the 2005 Youth Risk Behavior Surveillance, 46.9 percent of high school students had ever had 
sexual intercourse. The prevalence of having had sexual intercourse was 63.1 percent of 12*'’ graders, 51.4 
percent of IT*’ graders, 42.8 percent of 10* graders, and 34.3 percent of 9* graders. The prevalence of 
having had sexual intercourse was higher among black students (67.6 percent) and Hispanic students (51.9 
percent) than white students (43.0 percent). Overall, 14.3 percent of students had had sexual intercourse 
with more than four persons during their lifetime with higher rates among black students (28.2 percent) and 
Hispanic students (15.9 percent) than white students (11.4 percent). In addition, 33.9 percent of students 
were sexually active (meaning they had had sexual intercourse with at least one person during the three 
months preceding the survey) and 37.2 percent of sexually active high school students had not used a 
condom at last sexual intercourse. 

According to the survey, every year there are approximately 831,000 pregnancies among women aged 15 to 
19 years, about 9.1 million cases of STIs among persons aged 15 to 24 years, and an estimated 4,842 cases of 
HIV/AIDS among persons aged 15 to 24 years. This represents almost 13 percent of all pregnancies, half of 
new STIs, and 13 percent of HIV / AIDS diagnosis. Black and Hispanic adolescents have been 
disproportionately affected by the HIV/AIDS epidemic. The HIV/AIDS Surveillance Report estimates that 
from 2001-2005, 60.6 percent of HIV/AIDS diagnosis in 13 to 19 year olds was among blacks, and 17.3 
percent was among Hispanics. 

Abstinence-Only Programs: Are They Effective? 

Since 1996, there have been major expansions in federal support for AOUM programming including 
Section 510 of Tide V of the Social Security Act in 1996 and Community-Based Abstinence Education 
(CBAE) projects in 2000. Both Tide V AOUM and CBAE programs prohibit disseminating information on 
contraceptive services, sexual orientation and gender identity, and other aspects of human sexuality. 
Programs must have as their "exclusive purpose" the promotion of abstinence outside of marriage. AOUM 
programs must teach that "a mutually faithful monogamous relationship in the context of marriage is the 
expected standard of human sexual activity" and that “sexual activity outside of marriage is likely to have 
harmful psychological and physical effects.” Moreover, AOUM programs are not allowed to include 
information about contraceptives and disease-prevention methods, except to emphasize their failure rates. A 
congressional report prepared for Rep. Henry A. Waxman in December 2004 on AOUM programs 
commonly supported by the U.S. federal programs found that 1 1 of the 13 most frequendy used curricula 
contained false, misleading or distorted information about reproductive health, including inaccurate 
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information about contraceptive effectiveness, risks of abortion and other scientific errors. In addition, 
these curricula treat gender stereotypes as scientific fact, impose moml judgments and blur religious with 
scientific viewpoints. These program requirements have little to do with public health priorities; instead, 
they reflected a moral and ideological viewp>oint. 

To date, iio AOUM program that conforms to the eight point criteria listed in Section 510(b) of Title V of 
the Social Security Act and focuses exclusively on promoting abstinence until marriage has shown credible 
evidence of significantly delaying sexual initiation or rcdudng the frequency of sexual intercourse. While 
abstinence from sexual intercourse is theoretically fully protective against pregnancy and disease, in actual 
practice abstinence often fails. In a nationally representetive study of adolescents aged 12-17 years, 
adolescents who took virginity pledges, a key component of nearly every AOUM program, delayed onset of 
intercourse an average of 18 months longer than those who did not take a virginity pledge. The effect of 
pledging virginity is variable. It is effective only in the context of, and in interaction with, other youth similar 
to those pledging. It provides a means for young people to differentiate themselves from other people (who 
are non-pledgers). The effect of pledging is dependent on the number of other pledgers in the community. 

If there are very few, there is no real effect on initiation of intercourse because there is no real community 
of like-minded young people to interact with and support the pledge. Likewise, if there are too many 
pledgers (more than 40 percent), there is also no effect because there is no real differentiation of identity. In 
addition, pledging is more effective for younger teens than older teens. However, 88 percent of adolescents 
who took virginity pledges within AOUM programs reported engaging in sexual intercourse before 
marriage. Even more disturbing, the study reported that adolescents who took virginity pledges were less 
likely to use condoms when they became sexually active, more likely to engage in oral-genital and anogenital 
sexual behaviors, and less likely to seek and obtain care for Sl’Is than non-pledgers, even though they were 
as likely to contract an STI as non-pledgers. 

AOUM programs are often insensitive to sexually active and sexually abused teenagers, as well as to gay, 
lesbian, bisexual, transgender, questioning, and intersexed (GLBTQI) youth. Sexually experienced teens 
need access to complete and medically accurate information about condoms and contraception, their legal 
rights to health care, and ways to access reproductive health services. AOUM programs do not address these 
needs. AOUM programs also arc unlikely to meet the health needs of GLBTQI youth, as they largely ignore 
issues surrounding sexual orientation and gender identity and may contribute to stigmatization of these 
young people and/or their sexual behavior as deviant and unnatural. Homophobia and stigmatization 
contribute to health problems such as suicide, feelings of isolation and loneliness, HIV infection, alcohol, 
tobacco and other drug use, and violence among and towards GLBTQI youth. 

National organizations that address HIV prevention and sexual health related issues have expressed a 
concern that a shift in U.S. government policy stressing lack of condom efficacy within educational 
materials, including within a new Department of Health and Human Services' (HHS) Web site for parents, 
has caused confusion in the general public about whether condoms should be used and promoted for the 
prevention of HIV infection. However, numerous studies have demonstrated that latex condoms, when 
used consistently and correctly, are highly effective in preventing transmission of HIV. In addition, correct 
and consistent use of latex condoms can reduce the risk of other sexually transmitted diseases, including 
gonorrhea, chlamydia and trichomoniasis. While the effect of condoms in preventing human papillomavirus 
(HPV) infection is uncertain, the Centers for Disease Control and Prevention (CDC) has found an 
association between condom use an a reduced risk of HPV-associated diseases, including genital warts, 
cervical dysplasia and cervical cancer. 
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The lack of evidence supporting the effectiveness of AOUM prc^rams, as well as evidence demonstrating 
the potential harm such programs have on adolescents* sexual health, have led 17 states to withdraw from 
Title V AOUM funding, including Ari 2 ona, California, Colorado, Connecticut, Iowa, Maine, Massachusetts, 
Minnesota, Montana, New Jersey, New Mexico, New York, Ohio, Rhode Island, Virginia, Wisconsin, and 
Wyoming. The number of adolescents living in the states that have passed up this funding is now 
substantial, more than 12 million, or 42 percent of young people aged 12-18 nationwide. In contrast, the 
President’s budget continues to increase funding for AOUM programs. As an example of this trend, the 
fiscal year 2008 appropriation for AOUM programs was $163 million and the President’s fiscal year 2009 
proposed budget requests $191 million, a $28 million increase. 

The Evidence Supporting Comprehensive Sexuality Education 

Experts in the fields of adolescent development, health and education recommend CSE programs that assist 
young people in developing a positive view of their sexuality, provide them with information necessary to 
protect their sexual health and help them acquire skilk to make informed decisions, both now and in the 
future. 

CSE programs emphasize abstinence from all sexual activity as the most effective and reliable method of 
avoiding STIs, HIV and pregnancy. In addition, CSE programs teach adolescents about contraceptives and 
barrier methods to reduce their risk of contracting STIs, HIV and/or becoming pregnant. Ideally, CSE 
programs start in kindergarten and continue through the twelfth grade, are taught by teachers who have 
completed CSE-related instruction and provide adolescents with developmentally appropriate information 
regarding a broad range of topics related to sexuality, including sexual development, reproductive health, 
interpersonal relationships, body image, and gender roles. Furthermore, CSE programs provide 
opportunities for students to develop communication, decision-making and other interpersonal skills. CSE 
programs also allow parents to exercise the option of taking their children out of such classes if they do not 
wish their children to be exposed to this information. 

Research has demonstrated that parents strongly and consistently favor age-appropriate and culturally 
sensitive school-based sexuality education programs that stress abstinence and include information about 
contraception as part of a CSE program. Moreover, both parents and teens report that such programs do 
not send teens a mixed or confusing message. Parents also support sexuality instruction about topics such as 
reproductive anatomy and physiology, physical changes associated with puberty, and body image beginning 
earlier in school, preferably during the elementary grades. In addition, the National Coalition to Support 
Sexuality Education, made up of over 155 national organizations including APHA, is committed to 
medically accurate, age-appropriate comprehensive sexuality education for young people in the United 
States. These organizations represent a broad constituency of education advocates and professionals, health 
care professionals, religious leaders, child and health advocates, and policy oi^nizations. Due to the 
epidemic of overweight and obesity among school-aged children in the United States, such sexuality 
instruction is particularly warranted, as overweight and obese girls are nearly twice as likely as healthy weight 
girls to reach sexual maturity at an earlier age and to report greater body dissatisfaction, lower self-esteem 
and to engage in a variety of health and sexual risk behaviors at an earlier age than healthy weight girls. 

Several comprehensive sexuality education programs have demonstrated, through rigorous evaluation, to 
delay the onset of sexual intercourse, reduce the frequency of sexual intercourse, reduce the number of sex 
partners, and/ or increase the use of condoms and/ or other forms of contraception among teens. Some 
programs have demonstrated sustained positive effects on behavior for as long as three years. In fact, most 
of the decline in teen birth and pregnancy rates seen in the U.S. between 1991 and 2005 is attributable to 
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improved contraceptive use. An analysis published in the American Journal of Public Health in 2007 found 
that 86 percent of the decline in teen pregnancy between 1995 and 2002 was the result of improved 
contraceptive use and only 14 percent was the result of fewer teens engaging in sexual intercourse. In 
addition, teaching about contraceptives and barrier methods is not associated with increased risk of 
adolescent sexual activity or STIs. As reported in the April 2008 issue of the Journal of Adolescent Health, 
adolescents who received comprehensive sex education had a significantly lower risk of pregnancy than 
adolescents who received abstinence-only or no sex education. 

Unfortunately, schools on average are teaching abstinence at much higher rates than the use of condoms 
and contraception. CDC’s 2006 School Health Policies and Programs Study found that 76 percent of middle 
school and 87 percent of high school teachers taught abstinence as the best way to avoid STIs, pregnancy 
and HIV. However, only 42 percent of middle school and 65 percent of high school teachers taught 
condom efficacy, only 21 percent of middle school and 39 percent of high school teachers taught the 
correct use of condoms, and only 33 percent of middle school and 58 percent of high school teachers taught 
methods of contraception. Moreover, the emphasis on abstinence -only has permeated into other domestic 
and international health programs including family planning and HIV prevention through the incorporation 
of “ABC” concepts for HI\^ prevention counseling (that is, “A” for extramarital abstinence, “B” for be 
faithful in marriage or committed relationships, and “C” the correct and consistent use of condoms). This 
principle, developed by CDC, can now be found in the Tide X of the Public Health Service Act Family 
Planning program, the Ryan White HIV/AIDS program and the President’s Emergency Plan for AIDS 
Relief. However, whether ABC really represents comprehensive or effective HIV prevention has been 
widely questioned. 

AOUM Programs Are Incompatible With Internationally Recognized Human Rights 

While abstinence is often presented as the only moral choice for adolescents, APHA recognizes that the 
current U.S. government approach focusing on AOUM raises serious ethical and human rights concerns. 
Access to complete and accurate STI, HIV and sexual and reproductive health information has been 
recognized internationally as a basic human right and essential to realizing the human right to the highest 
attainable standard of health. In the context of sexual and reproductive health and rights, APHA adopted a 
policy in 2003 that calls for "affirming and upholding U.S. commitments under international human rights 
agreements" including “ensuring that government-supported sexuality education programs include 
comprehensive, medically-accurate information.” 

International treaties and human rights statements support the rights of all people to seek and receive 
information vital to their health. The U.N. Committee on the Rights of the Child in 2003 emphasized that 
"Consistent with State party obligations in relation to the rights to health and information (Articles 24, 13 
and 17), children should have the right to access adequate information related to HIV/AIDS prevention 
and care, through formal channels (e.g., through educational opportunities and child-targeted media) as well 
as informal channels.. .The Committee wishes to emphasize that effective HIV/AIDS prevention requires 
States to refrain from censoring, withholding or intentionally misrepresenting health-related information, 
including sexual education and information, and that consistent with their obligations to ensure the survival, 
life and development of the child (Article 6), States’ parties must ensure that children have the ability to 
acquire the knowledge and skills to protect themselves and others as they begjn to express their sexuality." 

In addition, the Programme of Action of the International Conference on Population and Development, 
adopted in 1994 by 179 countries including the U.S., included the principle that “States should take all 
appropriate measures to ensure, on a basis of equality of men and women, universal access to health-care 
services, including those related to reproductive health care, which includes family planning and sexual 
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health. Reproductive health-care programmes should provide the widest range of services without any form 
of coercion. All couples and individuals have the basic right to decide freely and responsibly the number and 
spacing of their children and to have the information, «lucation and means to do so." 

I'hese treaties and human rights statements strongly surest that governments have an obligation to provide 
accurate information to their citizens and to eschew the provision of misinformation in government- funded 
health education and health care services. Likewise, APHA holds that individuals have rights to accurate and 
complete information from their health care professionals, and that health care providers and health 
educators have ethical obligations to provide accurate health information. While good patient care is built 
upon notions of informed consent and free choice, APHA holds that AOUM programs are inherently 
coercive by withholding information needed to make informed choices. As defined by the U.S. 
government's own funding requirements, these programs are required to withhold information on 
contraception and other aspects of human sexuality, and to promote scientifically questionable positions. 
These requirements, which limit topics for discussion in the classroom, place health educators in an ethical 
quandary, forcing them to choose cither to withhold potentially life-saving information, or to breach federal 
government guidelines by disclosure of such. 

Recommendations 

Given these serious concerns about the efficacy and ethics of current U.S. support for abstinence-only 
education, APHA makes the following recommendations: 

1. Efforts to promote abstinence should be provided within public health programs that present adolescents 
with complete and accurate information about sexual health. Such programs must be scientifically and 
medically accurate and based on theories and strategies with demonstrated evidence of effectiveness; be 
consistent with community standards, yet be implemented in a nonjudgmental manner that does not impose 
religious viewpoints on students; support positive parent-child communication and guidance; be age, 
developmentally, linguistically, and culturally appropriate; and be taught by well-prepared teachers who have 
received specialized training in the subject matter. APHA strongly supports CSE that includes information 
about healthy sexuality; reproductive anatomy and physiology; physiological, psychological and social 
changes associated with puberty and adolescent development; sexual orientation, gender identity and 
tolerance; healthy vs. unhealthy relationships; personal responsibility; risks of STIs, unwanted pregnancy and 
HIV; access to reproductive health care; and benefits and risks of condoms and other contraceptive 
methods. 

2. All States should support school districts and local schools to implement abstinence education as a part of 
comprehensive sexuality education and as an integral part of comprehensive K-12 school health education. 
Districts should use multiple sources of data regarding student needs, knowledge and behavior to plan 
programs that meet the prevention needs of all students, with due attention to those who might be at 
greater risk for STIs, HIV and pregnancy, such as young men who have sex with men or members of 
populations with high prevalence rates. Schools should be required to provide this instruction to all students 
unless a parent or legal guardian has specifically requested that their child be excused from (“opt-out” of) 
the entirety of the instruction before it begjns. 

3. Current federal funding for AOUM programs under Section 510 and CBAE should be repealed and 
replaced with funding for a new federal program to promote and support CSE. The U.S. Congress should 
authorize and fully fund legislation that promotes CSE programs that include information about both 
abstinence and contraception; include parent-child communications components; and teach goal-setting. 
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decision-making, negotiation, and communication skills. To initiate this process, HHS should convene 
special advisory groups of respected experts in the fields of adolescent health and sexuality education and 
parents to determine how best to implement this strategy. 

4. The U.S. Congress should require that all sexuality education programs supported by the federal 
government, and all sexual health information disseminated by federal agencies, be medically and 
scientifically accurate, age and context appropriate, and based on theories and strategies with demonstrated 
evidence of effectiveness and consistent with international human rights declarations. 

5. Governments and school districts should not tolerate censorship of information related to human sexual 
health within the public schools. 

6. Federally supported public health programs should promote social and cultural sensitivity to sexually 
active youth and GLBTQI youth. 

7. Schools of higher education should prepare prospective teachers in the content and pedagogy of effective 
comprehensive sexuality education. In addition, HHS should develop a technical assistance training program 
between established trainers in comprehensive sexuality education and teachers in need of this training. 

8. CDC’s Division of Adolescent and School Health and/or the National Institute for Child Health and 
Human Development should provide funding for scientific research into the effectiveness of sexuality 
education programs. 
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Chairman Waxman. Thank you very much, Dr. Beniamin. 
Dr. Blythe. 


STATEMENT OF MARGARET J. BLYTHE 

Dr. Blythe. Chairman Waxman, Ranking Member Davis, mem- 
bers of the committee, good morning and thank you for inviting me. 

As a current Chair for the Committee on Adolescence, I have 
been asked to give testimony regarding the position of the Amer- 
ican Academy of Pediatrics on Abstinence-Only Education and com- 
prehensive sexuality education and the evidence supporting this 
decision. 

The American Academy of Pediatrics supports age-appropriate, 
comprehensive sexuality education and wants to ensure that our 
Nation’s resources are being allocated toward educational ap- 
proaches that are science based, emphasize abstinence, but also 
provide medically accurate information for those teens contemplat- 
ing or already having sexual experiences. That support for com- 
prehensive education is apparent in the policies that we have writ- 
ten and endorsed and listed in this testimony. 

Nearly all teens experience pressure to have sex at some time, 
and therefore nearly all teens are at risk for having a pregnancy 
or a sexually transmitted infection. Abstinence-only programs have 
not been proven to change or impact adolescent sexual behaviors 
in an effective way, as documented by five reviews, which include 
the federally funded evaluation. Yet, vast sums of Federal moneys 
continue to be directed toward these programs. 

In fact, there is evidence to suggest that some of these programs 
are even harmful and have negative consequences by not providing 
adequate information for those teens who do become sexually ac- 
tive. Comprehensive sexuality education supports abstinence as the 
best strategy in which a teen can use to decrease the risk of unin- 
tended pregnancy and sexually acquired infections. Those adoles- 
cents who choose to abstain from sexual intercourse should obvi- 
ously be encouraged and supported in their decisions by their fami- 
lies, peers, and communities. But abstinence should not be the only 
strategy that is discussed. Rigorous scientifically valid research 
supports the effectiveness of comprehensive sexuality education in 
delaying the initiation of sexual intercourse and reducing risky sex- 
ual behaviors. 

When the information presented is straightforward, that means 
real or relevant to their life experiences and specific. That means 
medically accurate and correct. This means that sex education 
must include information on contraception and condom use. 

Providing information to adolescents about contraception does 
not result in increased rates of sexual activity, earlier age of first 
intercourse, or result in a greater number of sexual partners. Em- 
phasizing both abstinence and protection for those who do have sex 
is a realistic, effective approach that does not appear to confuse 
young people, only perhaps sometimes the adults around them. 

But, despite the encouraging results that have been reported 
when using comprehensive approaches, there have been no Federal 
moneys directed specifically toward education programs. Getting 
teens to delay having sex or to use safer sex practices remains a 
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challenge, as there are many factors that determine sexual behav- 
ior, and estimates suggest that there are over 500 different factors. 

The most recent data suggests for the first time in 14 years the 
birth rate for teens in the United States has increased across vir- 
tually all racial and ethnic groups. A recent report by the Center 
for Disease Control estimates that one in four girls between the 
ages of 14 to 19 has at least one sexually transmitted infection, 
and, as already indicated this morning, citing the ineffectiveness of 
abstinence-only programs, 17 States have opted out of Federal 
funding. 

Adolescence is a time of growth both physically, psycho-socially, 
and emotionally. Developing a healthy sexuality is a key develop- 
mental task for adolescents. As a physician, I spend the majority 
of my professional time in the trenches. Each week I personally see 
teens in consultation clinics, three different community sites, a 
school-based clinic, and the county juvenile detention center. I also 
serve as the medical director of the clinical program that provided 
over 40,000 visits to teens last year in these different settings. In 
every venue teens are trying to figure it out — who they are, where 
they want to go, and what they want to be. 

Adolescence is a time of trial and error, and, frankly, sometimes 
they get burned even when appropriate information has been of- 
fered or given. But we do not want them to get burned just because 
the information given or offered was inaccurate or distorted or not 
available at all. We need available to us in the trenches evidence- 
based approaches that support healthy decisionmaking regarding 
sexuality, which will benefit not only the health of the teens we 
work with on a day-to-day basis, but ultimately the health of our 
society and Nation as a whole. 

Thank you. 

[The prepared statement of Dr. Blythe follows:] 
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Chairman Waxman, Ranking Member Davis and members of the committee, 
good morning and thank you for inviting me. My name is Dr. Margaret Blythe. I am a 
pediatrician and Professor of Pediatrics at Indiana University School of Medicine and a 
subspecialist in adolescent medicine. As the current chair for the Committee on 
Adolescence, I have been asked to give testimony regarding the position of the American 
Academy of Pediatrics on abstinence education and on age-appropriate comprehensive 
sexuality education and evidence supporting this position. My testimony is also 
endorsed by the Society for Adolescent Medicine of which I am also a member. 

The American Academy of Pediatrics supports age-appropriate comprehensive 
sexuality and reproductive health education and wants to ensure that our nation’s 
resources are being allocated toward educational approaches that are science-based. 
Comprehensive sexuality education emphasizes abstinence as the best option for 
adolescents, and but also provides age-appropriate, medically accurate discussion and 
information for the prevention of sexually transmitted infections and unintended 
pregnancies.' 

Abstinence-only programs have not been shown to change adolescent sexual 
behaviors according to 5 systematic reviews including a federally funded evaluation of 
Title V programs conducted by an independent research organization.^ In fact, 
abstinence-only programs are not only ineffective but may cause harm by providing 
inadequate and inaccurate information and resulting in participants’ failure to use safer 
sex practices once intercourse is initiated. '■' Specifically, one systematic review reports 
that using both self-reported biological and behavioral health outcomes, the abstinence- 
only programs did not affect incidence of unprotected vaginal sex, frequency of vaginal 
sex, numbers of partners, age of sexual initiation or condom use.^ 
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Two new sets of data recently released by the Centers for Disease Control and 
Prevention (CDC) bring additional concerns about abstinence-only education programs 
and really demand a change in policy for funding sexual health education for 
adolescents. The most recent data indicate that births to teen girls aged 15-19 years 
increased by 3%; this is the first increase noted in the previous 14 years of decline.* As 
well in this past month, CDC released new data about the prevalence of sexually 
transmitted infections (STIs) among adolescents, especially adolescent girls. CDC 
estimates that one in four girls aged 14-19 has at least one STI. This means as many as 
3.2 million adolescent girls are infected with human papilloma virus (HPV), chlamydia, 
herpes simplex type-2, or trichomoniasis. These numbers are likely to be understated 
because syphilis, gonorrhea and the human immunodeficiency virus were not included in 
the data CDC analyzed for the estimate.’ 

Children and adolescents need accurate and comprehensive education about 
sexuality to practice healthy sexual behaviors as adults, but also to avoid early, 
exploitative or risky sexual activity that may lead to health and social problems, such as 
unintended pregnancy and STIs, including HIV infection and AIDS.' This is especially 
true among gay, lesbian and bisexual youth who are more likely to have had sexual 
intercourse, to have had more partners, and to have experienced sexual intercourse 
against their will, putting them at increased risk of STIs including HIV infection.’® The 
data is clear that abstinence is the most effective means of birth control and prevention of 
STIs and needs to be included as part of an individual’s strategy to reduce unintended 
pregnancy and STI rates. But abstinence should not be taught as the only strategy. To 
date, the evidence regarding the efficacy of abstinence-only in the reduction of risky 
sexual behaviors, including risk for STIs, has not been proven. For some 
adolescents, abstinence may be a difficult choice. And in practice, many adolescents who 
intend to be abstinent often fail and have sex. A longitudinal analysis of teens and 
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virginity pledges compared “pledgers” to “nonpledgers” and found at a 6-year follow-up 
that 88% of pledgers reported experiencing premarital sex and had STI rates that, 
statistically, were no different from those of nonpledgers 

Evidence suggests that abstinence-only policies of the federal government 
changed the nature of sexuality education in the United States with many schools 
adopting abstinence-dominant or abstinence-only education programs for school sexuality 
curricula. Data comparing 1995 to 2002 showed a decline in young women reporting 
education about contraception (87% to 70%) and an increase in abstinence-only 
education (8% to 21 %) with a decrease in those receiving both (84% to 65%)." Citing 
the ineffectiveness of abstinence-only programs, already 17 states have opted out of Title 
V funding. Estimates suggest over 40% of youth in the United States between the ages 
of 12 to 18 years live in these states.'^ The most recent review of abstinence-only 
programs in 2007 by the National Campaign to Prevent Teen and Unplanned Pregnancy 
continue to support that such programs are ineffective at reducing risky sexual 
behaviors. Specifically, these programs “did not delay the initiation of sex, did not 
increase the return to abstinence, or decrease the number of sexual partners.”’ 

Several published studies and evaluations have suggested that comprehensive 
sexuality education is an effective strategy for helping young people delay initiation of 
sexual intercourse.’"’" Comprehensive programs encourage abstinence as the best option 
but offer discussion and education for those adolescents who are sexually active about 
protecting against sexually transmitted infections and contraception.' Research has 
shown that these programs do not hasten the onset or frequency of sexual intercourse and 
do not increase the number of partners that sexually active teens have. " 

A national study compared sexual health risks of adolescents who received 
abstinence-only education and those who received comprehensive sex education to those 
who received none. Adolescents who reported having received comprehensive sex 
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education before initiating sexual intercourse were significantly less likely to report a 
teen pregnancy compared to those receiving no sexual education while there was no 
effect of abstinence-only education,'"' Sexuality education and interventions with some 
abstinence-base or "abstinence-plus" curriculum components are most effective when 
targeted at younger adolescents before they become sexually active.'^ 

Providing information to adolescents about contraception does not result in 
increased rates of sexual activity, earlier age of first intercourse, or a greater number of 
partners.'^ In fact, if adolescents perceive obstacles to obtaining contraception and 
condoms, they are more likely to experience negative outcomes related to sexual 
activity.'^ 

Adolescents who choose to abstain from sexual intercourse should be encouraged 
and supported by their parents, peers, pediatricians and society, including the media. 
Adolescents need to know about other contraceptive options before (or iO they decide to 
have intercourse.'’ Based on the evidence, AAP supports a comprehensive approach to 
sexuality education for adolescents. Abstinence should play a part in any comprehensive 
discussion of sexuality, with support and resources available for adolescents who feel 
pres.sured, but prefer not, to engage in sexual activity.' '’ 

From a public health perspective, primary prevention of unintended pregnancy 
and STIs in adolescents involves a delay in the initiation of sexual activity until 
psychosocial maturity or marriage, depending on the religious or cultural perspective. 
Secondary prevention in adolescents involves the use of safer sex practices by those who 
are sexually active and who do not plan on abstaining from sexual activity.'® 

Adolescence is a time of growth and change- physically, psychosocially and emotionally. 
Developing a healthy sexuality is a key developmental task for adolescents. With these 
changes and goals come a desire and a need to assert independence and take 
responsibility for decisions and behaviors that impact health. Evidenced-based 
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approaches that support healthy decisions and farther these goals benefit not only the 
adolescent as an individual but the health of our society and nation as a whole. 

The Society of Adolescent Medicine summarized its expert review of sexuality 
education with the following: 


Abstinence from sexual intercourse represents a healthy choice for teenagers, as 
teenagers face considerable risk to their reproductive health from unintended 
pregnancies and STIs including infection with HIV. Remaining abstinent, at least 
through high school, is strongly supported by parents and even by adolescents 
themselves. However, few Americans remain abstinent until marriage, many do 
not or cannot marry, and most initiate sexual intercourse and other sexual 
behaviors as adolescents. Abstinence as a behavioral goal is not the same as 
abstinence-only education programs. Abstinence from sexual intercourse, while 
theoretically fully protective, often fails to protect against pregnancy and disease 
in actual practice because abstinence is not maintained.'® 


Thank you for the opportunity to provide this testimony. I would be happy to answer 
any questions you may have. 
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Chairman Waxman. Thank you very much, Dr. Blythe. 
Dr. Weed. 


STATEMENT OF STANLEY WEED 

Mr. Weed. Thank you, Mr. Chairman, for inviting me here today. 
I have heen working in this field for almost 20 years. I have 
learned some things about abstinence education programs. I start- 
ed with a very skeptical attitude thinking how in the world could 
this work, given the culture and the society that kids live in. Since 
that time I have learned that it can work. Not all of them do, but 
many of them do, and we have learned which ones do and why. 

I have also seen that there is a lot of misunderstanding and 
misperceptions. Let me give you two examples. 

One young man who was asked about if he was abstinent said. 
No, sir. I am here every day. Another example, I have heard the 
phrase abstinence-only maybe 100 times here today, and in the 100 
programs that I have evaluated I wouldn’t classify any of them as 
abstinence-only. They are much broader, they are much richer, and 
they are much deeper than an abstinence-only just say no kind of 
message. 

[Simultaneous slide presentation.] 

Mr. Weed. With chart No. 4 I would like to illustrate some ex- 
amples of programs that work. This is out of Virginia. This pro- 
gram, the comparison group without the program, their initiation 
rate 12 months later was 16.4 percent. The program kids, their 
transition rate was 9.2 percent. That is a fairly substantial and sig- 
nificant difference in terms of impact on initiation rates. 

Patterns of evidence are critical in terms of understanding pro- 
gram and policy effects. One rigorous study along is not sufficient. 
Informed decisions require multiple studies with replication of re- 
sults across populations, programs, and settings. Our goal should 
be to look for patterns of research results that can inform best 
practices for risk avoidance programs. 

Here is another example. This one comes from Georgia. Our com- 
parison kids, the transition rate for this group is 20.9 percent, and 
for our program kids it was 11.1 percent — again, 47 percent is like- 
ly to initiate sexual activity, a fairly substantial impact in terms 
of initiation rates. 

The next example, this one comes from South Carolina, a large 
study of kids where the comparison group initiation rates of sexual 
activity is 26.5 percent, and in our program group it was 14.5 per- 
cent. 

Again, in all three cases cutting initiation rates in half in a 1- 
year time period. 

Now, there is a public perception that abstinence education 
doesn’t work and that contraceptive education does work. In fact, 
there is a brochure out by the national Campaign to Prevent Teen 
Pregnancy. There is a brochure that says we have strong evidence 
about what works in preventing teen pregnancy. They list 28 pro- 
grams, the impression being any 1 of these 28 will reduce teen 
pregnancy; 20 of those 28 never measured the impact on teen preg- 
nancy. The 8 that did measure it, 3 had results 12 months or be- 
yond; 1 of the 3 was not a sex education program, 1 was retested 
later and failed to find results, and 1 of 28 reported pregnancy re- 
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duction beyond 12 months. That does not constitute, in my opinion, 
strong evidence, nor does it support the public perception that we 
have mounds of evidence that this works. 

Douglas Kirby, a colleague of yours and mine, I think, reviewed 
115 programs — released in 2007 called Emerging Answers — 108 
could be considered, could be categorized as comprehensive in 
terms of providing contraceptive education to kids. However, only 
22 of those 115 measured the most important measure of condom 
use, which I think we all agree is consistent condom use. Of those 
22, 1 reported an increase in consistent condom use, and this oc- 
curred in a clinic setting not in a public school education setting. 
One reported no increase, but it did better than the comparison 
group; 1 out of 115 does not constitute compelling evidence favoring 
contraceptive education. 

There is an important point here about measurement and impact 
and effects. This critical measure of consistent condom use is the 
best indicator of success. Anything less than this standard of effec- 
tiveness cannot be considered success. Inconsistent use, according 
to the CDC, failure to use condoms with every act of intercourse, 
can lead to STD transmission because transmission can occur with 
a single act of intercourse. 

So when we look at these programs, we are trying to compare 
them and weigh the evidence — which I think is your goal and I ap- 
plaud you for it — we have to look at these programs in terms of do 
they have similar behavioral outcomes, and abstaining from sexual 
activity is a clear one, and consistent condom use is as close as we 
can come in comprehensive sex to that behavioral short-term kind 
of outcome. We have to have similar target populations and appro- 
priate and similar timeframes. 

Based on comparability categories — that is, population and pro- 
gram settings are the same, followup is the same, outcome meas- 
ures are the same — we have only got 8 studies in the abstinence 
category, we have 34, and not all of them measure CCU. 

Here’s the bottom line: even when we have comparable pro- 
grams, the abstinence education in Kirby’s review showed 5 out of 
7 increased abstinence and 9 out of 34 increased abstinence in the 
comprehensive program. However, consistent condom use, zero out 
of 34 in the comprehensive side, zero out of 34 that decreased STD 
rates. It was three that decreased pregnancy, but one of them was, 
as I mentioned, not replicated. 

I see my time is up. I can hold my last two slides if there are 
questions. Thank you very much. 

[The prepared statement of Mr. Weed follows:] 



173 



Stan E. Weed, Ph.D. 





174 



Testimony Before the U.S. House of 

Representatives Committee on 
Oversight and Government Reform 

Stan E. Weed, Ph.D. 

Introduction 

Thank you for the invitation to participate in this hearii^. I look forwar<l to a healthy discussion. We are 
dealing today with the common perception that abstinence education is not effective, and the corollary 
assumption that comprehensive sex education is effective at preventing the problems related to teen sexual 
activity. My testimony today will address these perceptions. 

I started my examination of abstinence education nearly 20 years ago with a very skeptical mind about the 
likelihood of finding any success. Since that time, 1 have examined over 100 different abstinence education 
programs from an empirical standpoint. I have collected data from nearly 500,000 adolescents. I have 
personally interviewed more th^ 2,000. 1 may be the only person on this panel today vtho has actually been 
“on the ground" evaluating abstinence education programs. This has given me direct, extensive expo.sure to 
young people and their world. I have learned some things from that experience that are very difficult, if not 
impossible, to replicate through secondhand experience. 

Over that same time period, 1 have also discusssed this issue with many opponents of abstinence-centered 
education. Two camps of critics emerge. One camp would abandon abstinence education as a strategy and 
policy because they don’t believe that it can work. For tho.'sc, abstinenc'c i.s a noble idea, but not practical. 
Their primary concern is effectiveness. Were they to see good evidence regarding effectiveness, they 
would at least consider it as a viable policy. 

The second group of critics oppose alistinence education because it goes against their core value system. 
They believe that our society ought to be more free and open about sex, overcome our inhibitions, and 
simply enjoy the pleasures of physical intimacy regardless of age or marital status. For this group, 
effectiveness of abstinence education is not the most important issue. Iliey oppose it because it is counter to 
their core values. If you are one of those in opposition, you might ask yourself “If it worked, would I still be 
in opposition?” My testimony today will probably be of more interest and value to lliose in the first camp. 
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The Need for Appropriate Criteria 

I understand that the prim^^ concern of this hearing is with evkfance of effectiveness. Given that, we must 
first establish the criteria for ^ectiveness. The outcome teen pr^nancy and STDs are common concerns 
for both the comprehensive sex ethication aid abstinem^-caitered approaches to prevention. However, it 
is surprising how little actual evidence is available on those hindamental outcomes. For example, a recent 
publication from the National Campaign to Prevent Teai and Unplanned Pregnancy (NCPTUP) titled 
“What Works 2008: Curriailum-Based Programs diat IVevent Teen Pregnancy” (National Campaign to 
Prevent I'een and Unplanned Pregnancy, 2008) lists 28 programs that have the “strongest evidence of 
success.” The title of this report implies tha-e is good evidence tlrat these 28 progi-juns actually prevented 
teen pregnancy. Upon closer examination, howevCT, we see that 20 of those 28 programs did not measure 
rates of teen pregnancy as an outcome. Of the 8 programs that did, 2 did not reduce teen pregnancy, only 3 
reduced pregnancy for 12 months or longer. Of those 3, one was not a sex education program — it did not 
include any sex education or discussion of sex (Lonezak, et al., 2002) — and one of the remaining 2 was 
found to be ineffective in a second evaluation study by Dr. Doi^ Kirby (Kirby, et al., 200S). This leaves 
only one comprehensive sex education program that reduced teen pregnancy rates for at least one year, out 
of 28 supposedly effective programs. This does not cemstitute “strong evidence for success” as the brochure 
claims (see Table 1). 
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Tabic 2 Comparing Program Results 1 ising Similar Criteria 

• Mmuar Pi'pi'laooiis, A liaiolriusiirt wit yl 11SRcv*«'*j STi;flK't' lrisen.lv<rt;-^;)Oi^‘y 


Outcomes' 


NOTES, 

1. Kirby, 2007. {H^stieOby The National Campaign to PnvetMTuw and Unf^anmiPrsgrmcy. 

2. All programs sui^ei} employed guesi-expenmetsal design or random assignment and were peer-revtewed. 

$ Some progra(i«i£d not ineasiye^ outcomes. 

4. These numbers represent raw cotme of studies and not rates of eHecttveness. 

5. The 4.year time frame is used for compar^ttv to die Mathematica study's ome frame. 


Clearly, using equivalent time frames is an important factor in assessing outcomes. When we set up a race 
in a track meet, everybody in the same race runs the same distance. Our institute uses a minimum one- year 
follow-up lime interval for measuring behavioral outc«nes, for the following reasons: 1) a shorter interval is 
not adequate to detect changes in sexual behavior for young teens, 2) 12 months is the typical interval 
between school-based program installments (once per school year), and 3) an impact that lasts one year 


Given this lack of evidence regarding pro^'am impacts on the very outcomes that these efforts are designed 
to address, we arc left with the cliallenge of est^lishing other criteria for determining “effectiveness.” The 
impact of prevention programs is c^ten asse^ed by examining shorter-term behavioral outcomes such as 
sexual activity (initiation and discontinuatiwi), condtwn use, a host of attitude, knowledge, and intention 
questions. The idea is that if programs can chan^ th^e outcomes, we should also see reductions in the 
primary outcomes of interest, namely pre^ancy and STDs. Using such evidence can be valuable, but will 
be useful in decision-nuking and policy-crafting only when the same criteria arc used to measure outcomes 
I'or the various programs being compared — *ajq)ies to apples”. Let me suggest three categories tiiat can 
help establish comparability of evidence across different p-ograms. 

1. Time Frame . The first categcay for (xanparable evidence is the time frame for the outcome 
measure . For example, the widely cited Mathematica report, whidi evaluated 4 abstinence-centered 
education programs, measured outcomes 4 to 6 yeare after the pre^ram’s end, with no interim support or 
reinforcement of the message (Trenholm, et al., 2007). Not surprisingly, none of tlie 4 programs showed 
decreased sexual activity 4 to 6 years after the pro^am. Seva^al news reports touted this study as the final 
proof that abstinence education does not work (Guttmacher Institute, 2007). However, when the 107 
comprehensive or condom-centered pro^ams in tlw Kirby review' are held to this same time frame (Kirby, 
2007), not one of them reported an increase in insistent condom use (CCU), nor did any of them report a 
decrease in STDs over that time period (see Table 2). And only one program reported a decrease in 
pregnancy rates (Vincent, et al., 2004). ‘Ihis lack of program impact was not similarly reported in the news 
as evidence that comprehensive sex education pr<^r<uns <lo not work. 
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should be considered a minimum standard for a prc^am to be called effecli%'e; program effects lasting less 
are only providing temporary impact. 

2. Setting and Population . Hie sec(»id cat^ory Cot comparable evidence has to do with the 
setting and population where the intervention occurred . Most abstinence-centered education pro^ams, 
including those funded under Title V, Title XX, and CBAE, fwimarily offered in a school setting, either 
during or after school. Some are based in ccanmunity settii^ such as recreation facilities. These are 
population-based strategies offered to all youdi m the setting as a group, not to be confused with clinical 
intervention strategies where self-selected youth seek health services, often on a one-on-one basis. A 
comprehensive or condom-centered strategy that might work in a clinic setting with clients seeking STD 
diagnosis or treatment would not necessarily wca-k in the school setting with school children. Results of 
programs in these two categories diould not be compared gainst each other, nor can we expect that 
approaches found effective in one setting would nece^arily work well in the other, or that the findings from 
the clinical interventions could be generalized to populatitm-based strategies. 

3. Outcome Measure . The third cat^ory for comparable evidence is the outcome measure 
itself . In abstinence education, there is a fairly high behavioral standard of success: to reduce sexual 
initiation rates, and to promote discontinuation for those that have already started. In comprehensive or 
condom-centered sex education the outcome measures often use a lower behavioral standard — including 
condom use at first or last intercourse, or frequency of condom use. This might be comparable to abstaining 
at first or last sexual opportunity. I don’t think anybody here would accept the outcome of “abstinent on the 
first date,” “abstinent on the last date," or “abstinent most of the time” as good evidence for program success 
in abstinence programs. Conastent condom use (CCU) — using a condom for every act of intercourse — is 
behaviorally a more equivalent measure to abstinence and is the standard by which the condom’s capacity for 
partial prevention of STDs is measured. According to the Centers for Disease Control (CDC), it is consistent 
use that provides the partial protection that condoms are capable of: “inconsistent use, e.g., failure to use 
condoms with every act of intercourse, can lead to S'FD transmission because transmission can occur with a 
single act of intercourse” (CDC, 2003). According to a study in the journal AIDS (Ahmed, et al., 2001), for 
example, “Irregular condom use was not protective against HIV or STD and was associated with ino'eased 
gonorrhea/chlamydia risk.” A Denver study (Shlay, ct al, 2004) reported that “when all condom users 
were compared with non-users (,V= 1 26,220), there was limited evidence of protection against specific 
STD.” But when consistent vs. inconsistent users were compared, the consistent users had significantly 
lower infection rates. 

Measures such as condom use at first or last intercourse might serve as preliminary indicators of some 
program impact, but the gap between such measures and consistent use for American teens is often wide, 
suggesting that such measures arc as likely to indicate inconsistent use as consistent use. (For example, in 
2002, 68% of sexually active teen girls reported condom use at first sex, compared to 28% who said they 
always use a condom. See Franzetta, ct al., 2006.) For a program to be deemed one that “work.s,” 
promoted to the public and school officials, and implemented widely, surely the basic standard — abstinence 
or ecu — should be employed. Clearly, the effectiveness of different programs siiould only be assessed 
using comparable criteria. For example, comparing the effectiveness of abstinence-centered education on 
abstinent outcomes to comprehensive programs’ effects on condom use at first intercourse would be 
inappropriate. For these reasons, any measure less than “consistent condom use” would be an unacceptable 
standard of success for comprehensive sex education. 
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Even the consistent condom use measure is not equal to tfie abstinence standard in terms oi' effectiveness, since 
even with consistent use, 20/o to 30?''b of those exposed to an STD will acquire it, though they are assumed 
to be protected (Crosby, et al., 2003 and Winer, et al., 2006). However, it is as close as we can come to 
similar outcomes for comparing abstinence-centered and ctmdoin-centered programs and policies. 
Unfortunately, this more appropriate and compar^le measure was used in only 6 of the 72 studies reviewed 
by Kirby that had a minimum follow-up time of 1 year (Kirby, 2007). This leaves scant evidence upon 
which to judge the relative success of abstinence versus comprehensive sex education. The 3 categories of 
comparable evidence are summarized in Table 3. 


[ Criti'ri'M f 
ficctivcness 


^ Co nsistent Condom Use (CCU ) 

^ Sexually Transmitted Disease (STD) 


* School’ or Commu nit y-Ba sed 
^ Not ClinioBased 


*_ 12'month Minimi^ 

> 4 Years: Seldom Measured or Achieved by Any Sex Bducation Program 


After establishing comparable measurement standards for effectiveness, we can look at Kirby’s list of 1 IS 
credible studies and identify the abstinence-ccntcrefi and comprehensive sex education programs that meet 
these criteria. We can then do a side-by-side comparison of the results of these two types of programs, 
given that they have 1) a common setting and population (sebool- or community-based), 2) an appropriate 
and similar time frame (1 to 3 years), and 3) comparable outcome measures (eitlier abstinent behavior, 
CCU, STDs, or pregnancy). Out of the 1 1 5 studies reviewed, we found 3+ studies of comprehensive sex 
education and 7 studies of abstinence-centered programs that met these criteria. 

For the 34 comprehensive sex education studies that arc comparable to the abstinence education studies on 
these three categories, none of the published .studies reported an increase in consistent condom use (CCU) 
after one year (many did not even measure, it). In addition, as shown in Table 4, none of the 34 studies 
reported reductions in STD rates (either not sigpificanlly different after at least one year or not measured). 
And, tliere were only 3 studies tliat reported decrees in pregnancy rates (Philliber, et al., 2002; Stanton, 
et al., 2004; and Vincent, et al., 2(X)4), one of whidi was not replicated by another study 3 years later 
(Kirby, et ah, 2(K)S). Most of these studies measured sexual initiation (33) and 9 found significant 
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reductions (Coyle, et al., 2004; Hubbard & Rainey, 1998; Kirby, et ai., 1991; Philliber, ct al., 2002; 
Sellers, et al., 1994; Aten, et al., 2002; Sikkema, et al., 2005; Zimmerman, et al., in press; and 
Zimmerman, et al., in press), one of which was not replicated 3 years later (Kirby, 2005). As can be seen, 
the actual evidence regarding comprehenave sex education as a prevention strategy is far less compelling 
than what the public perception and conventional wisdcHn would surest. Using these same three categories 
to make the evidence more comparable, we look at tbe 7 abstinence education studies from Kirby’s list that 
meet the criteria. Of these, 5 of the 7 reported a s^pificant reduction in initiation rates (Clark, cl al., 2005; 
Denny & Young, 2006; Doniger, et al., 2001; Howard & McCabe, 1990; Weed, et al., 1992). ft is 
interesting to note that the comprehensive sex education prog-ams appeared to be more effective at 
achieving teen abstinence than achieving the other outcomes, although not at as effective proportionately as 
the abstinence-centered programs (5 outof 7 versus 9 out of 33). 


onifsating Program Resubs Using Similar UiSeria 








5 

9 


0 

0 


0 

0 

IHnoHIHHi 
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NOTES. 

1. Kilty, 2007. pijl3iisitedt)y TtidMaUonalCampaigoto^svontTsene/KJt^pIsmesiP/sgoarKy 

Z An programs stucKed emptoyad guast-experimsoiai <las>gn or random assignmert and were peer-revieiysd. 

3. Sema programs iM not measure all oi^nres. 

4. Tliese numbars rapresant nvi counts studies and <vol rales ot effectiveness. 

New Evidence regarding Abstinence-Centered Education 

While progrant and policy evaluation is relatively new to abstinence education, we are now seeing a pattern 
of evidence indicating tliat well-designed and well-implemented programs can be elfective. Let me share 
some additional, recent studies that have been published in peer-reviewed venues but were not included in 
Kirby’s list or in any of the recent reviews of abstinence-only evaluation: 

Heritage Keepers . The Heritage Keepers Abstinence Education study used a large sample size 
(n— 1,535), matched comparison group, and 12-month follow-up (Weed, ct al., 2005). It found that 
program students were about one-half as likely to initiate sexual intercourse after one year as were the 
comparison students, after controlling for pretest differences (odds ratio=.S39, p<.001). Program students 
also had significant improvement on cognitive factors that appeared to mediate teen abstinence (see Figure 
1 )- 

Reasons of the Heart . An evaluation of the Reasons of the Heart abstinence curriculum (Weed, et 
al., 2008) found tliat adolescent virgins who received the progrsun were less than one-half as likely as the 
matched comparison group to initiate sexual activity after one year (odds ratio=.413, p<.0S). This program 
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also achieved impact on cognitive mediators that appeared to ojntrihute to the program’s success (see Figure 

2). 


Figum 1. Heritage Keepers Rii^ns 
Fsreem sf Viif hs Students ttat Had Sen by i2-mo. l=oUc^tm 
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In addition to these studies, a randmnized trial conducted hy Jemmott, et al. (2006) found that an 
abstinence-centered intervention significantly reduced sexual initiation among young adolescents after a 24- 
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month follow-up period. The 3 studies jH'ovide new and more rigorous evidence that abstinence education 
programs can be ciTective. Two mc8^ studies that are in the publication pipelnie show similar patterns of 
effectiveness (see Figure 3 for one of them). Taken together, a pattern of scientific evidence is emerging 
that indicates abstinence-centered sex educatitMi pro^'ams, if properly designed and implemented, can cut 
rates of teen sexual activity by as much as half fcff si^ificant periods of time, withorit reducing condom use 
by the sexually active. (Condom use was measured by the Janmott, et al., 2006 and Trcnholm, et al., 2007 
studies of abstinence programs and no Averse effect was found.) TTiis suggests that teaching adolescents to 
avoid sexual activity is a viable primary prevention strat^y, one that can fully prevent the harmful and costly 
consequences of teen sex. 


F^we^Ctioosins 

i^rtsnt of Stu(i»ts ttat Had Sext^ iZ-me. F<^ow-ua' 

305S 'i — 



Program Group Con^^srtsoc! Group 


It should be noted here that critics of abstinence education dtc several recent reviews bf abstinence 
education studies that found no positive impact on teen sexual behavior (Kirby, 2007, Kohler, et al., 2008, 
and Underhill, et al., 2007). Most of dw studies included in those reviews occurred during the first decade 
of federal abstinence funding at a time when abstinence education progrants and program evaluation was still 
in its infancy. Tltere was a lack of research — both quality and quantity — in this first decade of abstinence 
funding. This trend is changing, and unfortunately none of those cited reviews included the recent 
abstinence evaluations we refer to In the preceding paragraphs. These recent studies render the previous 
reviews and their findings somewhat outdated and not representative of the state of the science of abstinence 
research. 
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Do all abstinence programs work? Of course not. We have also evaluated programs that do not work, or 
do not work well, or that do not wwk fOT ^1 of the participarits. ( l iiis is more common for 

programs in the early stages of develojKnent and implementaticHi, when they have not had the value of data 
to provide direction for program modification and improvenent.) The real question we need to he asking 
then is not “Do they work?” but rather “Which ones wcs’k, for whom, and under what conditions?” Answers 
to these questions will move us further down an effective polity road than die simplistic “Do they work?” In 
our studies of abstinence-centered interventions for teem, clear patterns of program effectiveness have 
emerged. Successful programs usually share the following characteristics; 

1 . Adequate Dosage . Successfijl program attend to the critical factor of adequate “dosage,” and 
deliver that dosage on an effective schedule. 

2. Mediating Factors . They ^ beyond die simplistic notion of “providing information” (even if it is 
medically accurate) and effectively addre^ die key pr«lictors of adolescent sexual risk behavior that 
are amenable to intervention. 

3. Messenger . They give as much attention to the messenger as they do to the message. Effective 
teachers make more of a difference in program outcomes than do printed materials. These teachers 
engage students in the learning process, gain their respect, model their message, and believe in 
their ability to impact students. 

4. Evaluation . Effective pograms conduct quality program evaluation, and take seriously the 
lessons learned, especially those that Identify pogram shortcomings. 


Medical accuracy is a reasonable standard, and it ought to be applied to all sex education material. If we 
were to scrutinize all airricula in the broad field of sex education, wc would find a plethora of outdated, 
inaccurate, or misleading information. An example of the latter comes from the research vs. public jiolicy 
on human papillomavirus (HPV), the STD that is responsible for more dian 90% of all cervical cancer In 
women (Bosch, 199S). More won^en die annually in the U.S. from cervical cancer than die of AIDS spread 
tiirough sexual contact (American Cancer Society, 2002 and CDC, 2003a). As eai'ly as 1999, the CDC 
knew that HPV was directly linked to cancer, and that condom use was not ait effective barrier to 
transmission of the virus, but cho-se not to warn the public about this because they felt it would be 
counterproductive to condom use that could still provide some protection for otitcr STDs. At the same time 
some abstinence education programs were criticized for slressing these facts about HPV. I think all would 
agree that adolescents and tlieir parents should be given accurate information about sexuality and that 
programs should use the latest and best scientific information available. 

Equally important, however, is this well established fact: adolescent behavior is not priaarilv driven bj their 
information sfstem. There are several factors that drive behavior that are far more important and potent than 
information- — no matter how acairatc it is. The key predictors of risk behavior do not include medical facts 
about physiology, biology, and the risks of unprotected sex. These of course can be covered, and should be 
covered accurately. But we cannot count on medical information and risk assessment to have a major impet 
on adolescent risk behavior. The recent research on the adolescent brain and its development has helped 
explain this phenomenon, which flies in the face of conventional wisdom. It is important for program 
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developers to realize that a 
behavior. 


1 inf<Hmation Is not an elFectiTe strategy for changing adolescent 


The National Center for Health Statistics repcffted that only about 28% of sexually active female teens 
report consistent condom use over a <Hie-year period. For sexually active boys the number is 47% 
(Franzetta, et al., 2006). As has been illustrated ^>ove, jM’c^^mmatic attempts to increase CCU and 
maintain it among teens have shown little evidence of sutxess, cauring us to look for reasons why. 

Medical and social science research may suggest some causes. At least three factors seem plausible. First, 
there appears to be a disconnect between the sex education strategy of providing teens with contraceptive 
and STD information for responsible dedsiem making (even if it is medically accurate), and the 
developmental capacity of the teen brain. According to die latest medical research, the areas of the brain 
responsible for impulse control, risk assessment, antidpatiem of consequences, forward planning, and 
reasoned judgment — all of which are important fm" ccHisistent correct condom use -are not fully developed 
until after the teen years, in the early twenties (Giedd, et al., 1999; Romanezyk, et al., 2002; and 
Thompson, 2001). In other words, as our !t^ system recognizes, adolescents are not fully capable of 
responsible decision-making. Those of us who have raised teenagers can relate to this fact. Their 
developmental schedule mitigates against conristent condom use. As one frustrated condom-centcred sex 
education high school teacher told me “They can’t even remember to bring a pencil to class. How will they 
be good condom users?” Moreover, logical, fwesighted thinkii^ is even less likely to occur in the moment 
of passion. This is illustrated by two studies of teen ^ris, one which found that being diagnosed with an STD 
did not lower their sexual risk-taking behavior (Morrison-Beady, ct a!., 2{X)3) and the other that reported 
that those who were incon.?iJtenf condom users actually had belter knowledge about HIV risk than those who 
were consistent condom users (Ker^w, ct al., 2002). 

Second, it seems likely that the nature of teen relationships affects condom use. Several studies have shown 
tliat requesting condom use is sometimes interpreted as a lack of love, intimacy, commitment, and trust in a 
relationship, especially by females (Gebhardl et al, 2003; Ackermann & dc Klerk, 2003; Hebling & 
Guimaraes, 2004). Given teen’s inherent need to be acccpte<l and to be loved, it may be difficult to pull out 
a condom and give the implicit mes.sage that “1 don’t trust you to be free of disease, nor can you trust me. 
But since this is just a casual hook-up with no commitment or loyally expected, let’s just enjoy the moment 
and do it more safely.” Teen relationships c<in be shallow, but most are not, and most are looking for 
something more meaningful. Thus, sex without a condom may be more compatible with teens’ social and 
emotional needs, outweigliing the risks it presents. 

A third obstacle to teen condom use may be that those who are at greatest risk (teen girls), are often those 
with the least amount of control in the relationship. And, relationship control/power has been shown to be 
related to condom use (Pettifor, 2004). Teen girls are often outweighed and easily overpowered by their 
male counterparts, and may be more likely to be seeking love and closeness. Boys are typically more 
assertive and driven to seek physical pleasure, and may see condont u-se as an obstacle to that goal. 

Admittedly, there are also barriers to promoting abstinence as a lifestyle, especially given the cultural 
context in which adolescents live. Movies, music, peers, Internet pornography, and other influences are 
constantly pushing a sexual me^^e. Many teens have and will succumb to tJiat influence. Abstinence 
education clearly faces an uphill Ixittle. In spite of that, the studies reviewed here today (sec Table 4) 
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showed more positive outcomes for increased al^tmence (14 total) thati for all of the other outcomes 
combined (4 total). Recall that of the 34 compreheiBive sex education programs that Ik the comparability 
categories, 9 reported signiitcant improvement in abstmence, wdiile none reported an increase in consistent 
condom ase. And, this was in programs where abstinence was not the central message. The national trends 
in teen sexual activity show a consistent decline in sexual intercourse over tlie past ten years (see Figure 4). 
Apparently, this is a behavior that is amenable to diai^. Dr. Kirby’s (1991) statement that “it may actually 
be easier to delay tlie onset of intercour^ than to increa«; contraceptive practice” is bearing out. That 
change in behavior corresponds with the decline in teen pregnancy, teen births, and teen abortions — an 
encouraging trend by anyone’s standards. Althou^ not ea^- to achieve, it appears that abstinence-centered 
programs that are well designed and implemented can affect that b^iavior. 


Figure 4, Percent of 9th-12th Graders 
That Have Had Sex: 1991-2005 
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S Why Not “Abstinence-Pins**? 

^ Why not have abstinence-centered and cxmdom-centcrcd education in the same program? This is the 
^ argument made by proponents of what is called “abstincncc-plus” sex education programs, su^esting that 

^ both abstinence and condom education should occur in the same program. There are several reasons why 

this is problematic. 



1 . Diluted Message . A strong abstinence message that is not diluted with lessons about condom use 
and negotiation is necessary to provide teens the strong support they need to “say no” to tiie 
pervasive cultural message that teen sex is normal, acceptable, and admirable behavior. Most 
“comprehensive” or “abstinence-plus” jM'ograms are condom-driven, with abstinence as a minor part 
of the message. The proponents of this apjM-oach often are not committed to abstinence and give it 
only passing coverage in the curricuimn, with most content focused on condom acquisition, 
condom negotiation widi partners, and propa- condom use. For example, the SIECUS website 
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recommends 37 lopics for sexuality educati<H) curriojlum content-— abstinence is only one of the 
topics. And, an analysis of 10 popular comprehensive iM'ograms found condom use was mentioned 
9 times as often as abstinence (see Table 5). TTiese two strategies are based on very different 
assumptions and premises about human sexuality, healthy relaticmships, and family formation. It is 
difficult to see how these two different ideolo^s and i^ltsophies could be combined. 


2. Separation of Messages . Separatii^ these approaches b consistent with the wishes of most 
American parents. In 3 national polls (NPR/Kaiser Fcxindation, 2004; Zogby, 2003; Zogby, 
2004), a majority of American parents (70% to want a strong abstinence message given to 
teens. More than 90‘?'t> believe that adolescents ^KHiId not become sexually active and 67% say it is 
morally wi ong for them to do so. In fact, 67% of teens who had already initiated sex expressed 
regret for doing so and the number was even higher for ^rls (77%). Most parents also favor the 
separation of abstmence education frean information about sexual biology and risk prevention. 
Fewer than half (40%) think that abstinence and contraception should be taught in the same 
classroom. Most parents prefer that biolo^cal fjKts about contraception either be taught in a health 
curriculum separate from the abstinence pro^am (56%) and some prefer it not be taught at all 
(22%). 


3. Withholding Information . Comprehensive sex education programs are reluctant to give teens 
accurate information about the limitations of cOTidom protection. This is an important part of 
abstinence education and ctmsistenl with the wishes of American parents. While a majority of 
pwents believe teens should have information about risk reduction, 76% oppose withholding from 
teens me<lica!ly accurate infOTmation about the limits of condoms in preventing STDs (Zogby, 
2003; Zogby, 2004). 


4. Explicit Content . Many parents oppose the explicit content found in many comprehensive 
sexuality programs. It is true that many parents respond favorably when asked whether teens 
should be given information about how to obtain and use condoms — 39% and 58% in one poll 
(NPR/Kaiser Foundation, 2004), and 78% and 81% in another (Zogby, 2004). However, when 
asked to respond to the actual content of popular comprehensive sex education curriculum 
materials, the large majority of parents (70®-'b to 90%) opposed tite explicit information they 
contained about sexual practices, condom application and use, and masturbation. Most 
importantly, only 7% of parents want sex education to convey the message that “it’s okay for 
tcensS...to enge^c in sexual intercourse as long as they use a condom.” Parents should be able to 
have tlieir children “opt out” of this kind of program content without also having to forego the 
abstinence message imbedded somewhere in it. (See NPR/Kaiser Foundation, 2004; Zogby, 2003; 
Zogby, 2004.) 
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CONCLUSION 

The research results presented here iiKti<ate that risk avoidance can a viable strategy for protecting youth 
from all of the negative consequences of teen sexual activity. That is, emerging evidence supports the notion 
that abstinence-centered strategies, if weli-desi^ed and implemented, can significantly and substantially 
reduce teen sexual initiation for periods of I to 2 years and thereby may positively impact the health of 
American adolescents. When measured using OTmparahle friteria, comprehensive sexuality education 
strategies (risk reduction) show little evidence for succ^ at athieving the crucial outcomes of consistent 
condom use, reduced pre^ancy, and STD rates. This pattern of data argues for continued support and 
expansion of abstinence-centered education, especially OHisidering the regret that most sexually act ive teens 
express for becoming sexually active and the suj^jort that most parents show for programs that help their 
teens avoid sexual activity and its hazards. 



V. 




Stan E. Weed, Wi.D. TeslimonY — April 23» 2008 
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Chairman Waxman. OK. Thank you very much, Dr. Weed. 

Dr. Fineberg, good to see you again. 

STATEMENT OF HARVEY FINEBERG 

Dr. Fineberg. Thank you very much, Mr. Chairman, members of 
the committee. I am Harvey Fineberg. I am the president of the In- 
stitute of Medicine. Prior to becoming the president of the organi- 
zation, I did serve as the chair of the committee that was looking 
into ways to reduce the risk of HIV infection, produced a report in 
1999, No Time to Lose. Before that I served as dean at the Harvard 
School of Public Health, and prior to that practiced part time in 
neighborhood health centers in Boston. I have seen this issue from 
a variety of perspectives. 

I would like to make five points in my oral presentation to sup- 
plement the written testimony that I have submitted. 

First point I would like to make is that we are dealing with very 
complicated and variable interventions when we talk about sex 
education. Even though we are lumping them in two big categories 
of abstinence-only or abstinence-plus, the variety of elements in 
these programs should be a cautionary note to us in trying to inter- 
pret their effects. Exactly what is included? Exactly who is taught? 
Exactly how often? Exactly by whom? Over what timeframe? What 
exactly is being measured as the outcome that you are interested 
in? And how are you deciding whether or not the program is suc- 
cessful? These are all highly variable enterprises. 

My second point: if you are looking for penicillin to treat pneu- 
monia, something that has proven to work and is demonstrably 
successful almost all the time, no one has yet found that magic for- 
mula for sex education. Programs can be variably successful for 
variable times on variable outcomes, but fundamentally the domi- 
nant problems that we have in sexually transmitted infections in 
our young people and the continued risks of exposure to infection, 
as well as these other problems, are still very significant and still 
the most important problem that I believe you, as Members of the 
Congress, should be concerned with and attempting to help our Na- 
tion do better with. 

My third point: because of all the variability and because of the 
emotionality and the prefixed positions about what works or should 
work, what do we want to work, one has to be especially scrupulous 
in examining the evidence in order to try to discern what does it 
tell us to date beyond this fundamental conclusion that there is no 
dominant, clearly victorious, magic strategy that will solve all of 
these problems. 

And if you look at the studies that have tried to separate out the 
most rigorous evaluations and combine them in these broad clus- 
ters of abstinence-only or abstinence-plus and ask them, when they 
have looked at behavioral interventions, that is behavioral outcome 
reports by individuals in the studies — are they having sex earlier, 
are they having more or less sex, are they using protection — when 
you apply those standards and look at the studies in that light, two 
very significant reviews from the Cochrane Collaborative give us 
the following bottom-line information: If you look at the abstinence- 
only studies of the 13 that they included, none of those studies that 
passed this rigorous methodologic standard demonstrated to have 
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enduring behavioral affects. If you look at the 39 studies that they 
classified as abstinence-plus — and there is a lot of variability of 
what counts as abstinence-plus — 23 of the 39 of those studies in 
this rigorous review found at least some benefit reported on one or 
another measure of behavior as a result of exposure to the pro- 
grams. 

Now, that doesn’t mean they worked very, very well, and it 
doesn’t mean that it is impossible that other programs could be 
constructed that would work better. In fact, my hope is and my 
urging is that we will look for those. 

So my fourth point is: if you want to base your judgment on the 
evidence and where your dollars will go the furthest, to hamstring 
the interventions and the assessments, to limit them to abstinence- 
only education does not, in my judgment, comport with the evi- 
dence. It does not seem wise. 

And my final point is that it is incumbent, I believe, to have a 
more flexible, substantive, careful, evaluative approach, allowing 
more different strategies to be tried that are built upon the evi- 
dence to date so that we can learn better what works over time, 
and in another 10 years, when another committee is looking at the 
question of sex education, we will not be in the same position that 
we are today. 

Thank you very much, Mr. Chairman. 

[The prepared statement of Dr. Fineberg follows:] 
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Good morning, Mr. Chairman and members of the Committee. I am Harv'ey Fineberg, president 
of the Institute of Medicine in Washington, DC. The Institute of Medicine is the health amt of 
the National Academies, which also include the National Academy of Sciences, the National 
Academy of Engineering, and the National Research Council. The Institute of Medicine serves 
as adviser to the nation to improve health, acting under the charter originally granted by 
Congress to establish the National Academy of Sciences in 1863. 

1 welcome this opportunity to discuss the effectiveness of sex education programs to prevent the 
sexual spread of HIV infection among youth in the United States. 1 will briefly summarize recent 
data on HIV infection and risk behaviors among youth in the U.S., discuss different types of sex 
education programs, and highlight findings from the 200 1 Institute of Medicine report No Time to 
Lose (lOM, 2001) which examined this issue, as well as more recent research findings. 

Risk of HIV Infection among Youth in the United States 

.Many young persons who contract HIV are infected through sexual exposure. In 2006, persons 
aged 13-24 accounted for 15% of newly diagnosed HIV/AIDS cases in the United States in the 
33 states with confidential, name-based HIV reporting (CDC, 2008). An estimated 85% of U.S. 
females aged 13-19 with a diagnosis of HIV/AIDS during 2001-2005 in the 33 states with name- 
based HIV acquired HIV through high-risk heterosexual contact {CDC, 2007). Among U.S. 
adolescent males of the same age, approximately 77% with a new diagnosis of HIV/AIDS during 
the same time period and areas acquired the virus through male-to-ma!e sexual contact, and an 
additional 1 1% were infected through high-risk heterosexual contact (CDC, 2007). In the decade 
between 1994 and 2003, new HIV/AIDS diagnoses declined by nearly 50% among people aged 
25-34; however, new HIV/AIDS diagnoses among individuals aged 13-24 remained stable 
during that same period (CDC, 2006). 

Sexual activity among teenagers is common and can lead to infections and unwanted pregnancy. 
In a 2005 survey, 47% of all U.S. high school students and 62% of high school seniors reported 
having had sexual intercourse (Kaiser Family Foundation, 2005). A recent national survey found 
that 1 in 4 teenage females — 3.2 million — were infected with at least one sexually transmitted 
infection (STI) (Forhan et al., 2008). Nearly half of all African-American female teenagers in 
this study were infected with at least one STI, The STls measured in this study were chlamydia, 
herpes simplex virus type 2 (HSV-2) (which causes genital herpes), trichomoniasis, and human 
papillomavirus (HPV). These STls can be dangerous in their own right, including increased risk 
of cervical cancer associated with HPV infection, and the ulceration and inflammation caused by 
some infections can increase the risk of acquiring and transmitting HIV. Although teen 
pregnancy and birth rates in the U.S. have declined by approximately one-third since 1990, these 
rates remain high when compared to other developed countries. One wony'ing sign is that the 
teen birth rate increased between 2005 and 2006, the first rise since 1990 (NCHS, 2007). 

These sober findings underscore the need for more effective deterrence of unsafe sexual 
practices among young persons that put them at risk for HIV, as well as other STls, and 
unintended pregnancy. 



195 


Sex Education Programs in the United States 

Sex education programs for adolescents in the U.S. vary considerably in their goals, content, 
duration and intensity, implementation setting, target age and population, the training and skill of 
the program facilitator, and other factors. Recognizing these variations, it will be convenient for 
our purposes to consider sex education curricula in two broad categories: abstinence-only 
programs and comprehensive programs. Abstinence-only programs (also referred to as 
“abstinence-until marriage” programs) teach and encourage young people to remain abstinent 
from sexual activity as the exclusive method to reduce their risks of HIV, other sexually 
transmitted infections, and unintended pregnancy. These programs provide little or no 
information about safer sex practices or contraception or emphasize their failure rates. Most 
comprehensive programs for youth (also sometimes referred to as “abstinence plus” programs) 
promote abstinence as the best means of preventing HIV, but also educate youth about correct 
and consistent use of condoms and other contraception to reduce unintended pregnancy, and to 
decrease the risk of contracting HIV or other infections (Underhill et ah, 2007a, b). 

Funding for abstinence-only programs has increased significantly in the past decade since the 
enactment of the Personal Responsibility and Work Opportunity Reconciliation Act (“welfare 
reform act”) in 1996 (Pub. L. No. 104-193). This legislation created a new State Abstinence 
Education Program, funded through section 5 1 0 of the Social Security Act for abstinence-only 
education, appropriating $50 million per year for five years (FY98-FY02). The program has been 
reauthorized under extensions of the welfare reform act. Other significant sources of federal 
funding for abstinence-only education include the Community Based Abstinence Education 
(CBAE) program and the Adolescent and Family Life (AFL) Program. Together, these three 
programs (Title V, CBAE, and AFL) totaled S 1 76 million in federal funding for abstinence-only 
education in FY2007 (state funding excluded) — compared to the S9 million in federal funding in 
FY1997 prior to the enactment of the welfare reform act. Obtaining comparable estimates of 
expenditures on comprehensive sex education programs is difficult because funding for these 
programs comes from multiple state, local, federal and private funding streams that are mixed 
with funding for other services. In light of what are surely substantial expenditures for both types 
of programs, it is reasonable to ask how well they achieve their goals. 

Effectiveness of Sex-Education Programs in Preventing HIV infection 

In the 200 1 lOM report No Time to Lose: Getting More from HIV Prevention, an expert 
committee reviewed the scientific evidence on the effectiveness of abstinence-only and 
comprehensive sex education programs targeting youth in preventing HIV infection. At the time, 
the committee concluded that evidence was insufficient to determine whether abstinence 
programs were effective in reducing sexual activity, in part because many programs had yet to be 
rigorously evaluated (Kirby 2000, Maynard, 2000). In contrast, multiple reviews concluded that 
comprehensive sex education programs were effective in reducing self-reported high-risk sexual 
behaviors among adolescents and that they did not increase self-reported sexual activity (Kirby, 
2000; lOM, 1997; lOM, 1995; Kirby, 1995). 

Today we have an opportunity to assess what the cumulative evidence in 2008 tells us about the 
effectiveness of these programs in preventing HIV transmission. I want to stress the high degree 
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of variability that exists in the research methods, outcomes, populations, control groups, and 
quality of evaluations of these programs. This heterogeneity limits our ability to draw 
comparative conclusions about the effectiveness of different programs. 

The discussion below highlights findings from two recent, published, systematic reviews of 
studies evaluating the impact of abstinence-only and comprehensive (“abstinence-plus”) 
programs on biological and behavioral outcomes related to HIV prevention (Underhill et al., 
2007a,b). Researchers from the Cochrane Collaboration conducted these reviews using 
established methodological and review guidelines to assess the strength of the body of evidence. 
The reviews include only randomized or quasi-randomized controlled trials which provide the 
strongest evidence about the effectiveness of a program. Trials were excluded from the review if 
they did not list HIV prevention as a specific goal of the program. While there may be other 
studies that could be referenced, tlie advantage of relying on these reviews is that they used 
reasonable inclusion criteria to reveal the overall pattern of results. 

Relatively few rigorous scientific studies have evaluated the effectiveness of abstinence-only sex 
education programs. In 2006, the U.S. Government Accountability Office (GAO) issued a report 
on efforts to assess the accuracy and effectiveness of three major federally-funded abstinence 
education programs administered by the U.S. Department of Health and Human Services 
(DHHS). They found that while efforts had been made to evaluate abstinence-only sex education 
programs, most evaluation studies failed to meet minimum scientific criteria — such as 
randomization and use of control groups, sufficient follow-up time, or adequate sample sizes — 
that are necessary to support scientifically valid conclusions about a program’s effectiveness. 
Another recently completed, methodologically rigorous evaluation by Mathematica Policy 
Research of four federally funded abstinence-only studies provides additional insight into the 
effectiveness of these programs (Trenholm et al., 2007). 

Impact of programs on biological outcome measures 

Incidence of HIV 

To date, no studies have directly measured the impact of abstinence-only or comprehensive sex 
education programs on HIV incidence (Underhill et al., 2007a,b). This is in part due to the fact 
that the incidence of HIV in the United States is relatively low compared to other diseases, and 
very large sample sizes or very long follow-up periods would be required to be able to detect the 
impact of a prevention program on HIV incidence, making trials more complicated and costly. 
The impact of these programs on HIV disease is thus undemonstrated. 

Incidence of other STIs 

The goals of sex education programs generally include reducing the occurrence of STIs. This is 
important in its own right and as a surrogate biological outcome measure for HIV infection. Still, 
few evaluations of abstinence-only or comprehensive programs have examined the incidence of 
non-HIV STIs as outcome measures. All studies in the Cochrane reviews relied on self-reported 
incidence of STI diagnoses or treatment rather than biologically confirmed disease incidence 
(Underhill et al, 2007a, b). Self-reported STIs do not necessarily reflect STI incidence accurately 
because self reports depend in the first instance on a person’s access to and willingness to seek 
STI screening, and self reports are susceptible to recall and other biases. 
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In the Cochrane review of abstinence-only programs in the U.S. to prevent HIV infection, 7 of 
1 3 trials assessed participants’ reports of STl diagnosis by a doctor or nurse (Underhill, 2007a), 
None of the trials found a significant short term or long term benefit of the programs compared 
to usual care, and one trial found significant adverse effects of the adult-led program on reported 
STl incidence after three- and 17- months of follow-up. However, the authors point out that the 
higher incidence of reported diagnosed infection in this study could have been due to differences 
in reporting, frequency of testing, or actual risk. 

In the second Cochrane review of comprehensive (abstinence plus) programs in North American 
countries (primarily the U.S.) to prevent HIV infection, only three trials (of 39 included in the 
review) examined the impact of programs on STI-related outcomes (Underhill et al, 2007b). 

Two trials measured self-reported STl diagnosis by a doctor or nurse and one trial measured self- 
reported receipt of STl treatment. None of the three trials found significantly protective effects 
compared to control groups. 

In reporting that neither abstinence-only nor comprehensive programs demonstrably reduce the 
incidence of STIs, the authors note that the trials may have been too small or too brief to detect a 
positive effect. 

Incidence of Pregnancy 

Pregnancy is an indicator of unprotected vaginal sex — an important risk behavior for HIV 
infection. Reduction in unintended pregnancies is a desirable outcome in itself, though it does 
not reflect all the risk behaviors that can lead to HIV, including, of course, the homosexual risk 
behaviors that account for three out of four newly infected males age 1 3 to 19 years. While 
pregnancy can be reduced through abstinence or correct and consistent use of effective birth 
control, reductions in HIV and STIs require other behavioral changes such as consistent use of 
condoms, reduction in number of partners, and screening and treatment for STIs, among others. 

The Cochrane reviews included only those studies that explicitly listed HIV prevention as a 
goal — programs focusing exclusively on pregnancy prevention were not included. Smdies in the 
reviews measured self-reported occurrence of pregnancy (females) or causing a pregnancy 
(males) rather than actual pregnancy incidence among teens (Underhill et al, 2007a, b), 

In the Cochrane review of abstinence-only programs, 8 of 1 3 studies measured the impact of the 
programs on self-reported pregnancy rates (Underhill et al,, 2007a).. None found a significant 
benefit compared to either usual care or no treatment One trial of a peer-led program found harm 
when compared to usual care at a 1 7-month follow up, but this result was isolated to a subset of 
males at a particular school and was not reflected in long-term behavioral measures. 

In the Cochrane review of comprehensive programs, 7 of 39 trials measured the impact of 
programs on self-reports of becoming pregnant (females) or getting someone pregnant (males) 
(Underhill et al., 2007b). One unpublished study found a significantly protective effect of the 
program on female participants. Three studies suggested a positive outcome, but the studies had 
methodological flaws (e.g., limited statistical analyses or high rate of participant attrition) that 
limit their utility. 
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In sum, there is no good basis from these systematic reviews to conclude that abstinence-only 
programs have a positive effect on self-reported pregnancy. The reviews found limited evidence 
from a single unpublished study that comprehensive programs may reduce self-reported 
pregnancy incidence. 

Impact of programs on behavioral outcome measures 

The majority of studies on the effectiveness of abstinence-only and comprehensive programs 
examine self-reported measures of behavior rather than attempting to measure reductions in the 
incidence of disease or pregnancy. Self-reported behavioral outcome measures are not as strong 
as objective biological measures because they are an imperfect reflection of actual behavior and 
subject to bias. 

Relevant behavioral outcome measures for programs to prevent HIV include: abstinence (or 
return to abstinence) from sex; reductions in the frequency of unprotected vaginal, anal, and oral 
sex or increases in condom use; reductions in the number of sexual partners and avoidance of 
concurrent partners; regular screening and treatment for STls; and vaccination for certain STls 
(HPV and hepatitis B). 

Abstinence-Only Sex Education Programs 

In the Cochrane review of abstinence-only programs, no program showed an effect on incidence 
of unprotected vaginal sex, number of sex partners, condom use or sexual initiation compared to 
controls. One trial favored an abstinence-only program over usual care for incidence of vaginal 
sex, but this was limited to two-month follow-up and was offset by measurement error and six 
other studies with non-significant effects. One evaluation found several significant adverse 
program effects: abstinence-only participants in this program w'ere more likely than usual-care 
controls to report sexually transmitted infections, pregnancy and increased frequency of vaginal 
sex, Overall, the authors concluded that abstinence-only programs neither reduced nor 
exacerbated HIV risk among participants in the U.S. (Underhill et al, 2007a). 

One of the most rigorous recent evaluations of federally funded abstinence-only programs was 
completed in 2007 by Mathematica Policy Research, Inc. (Trenholm et a!., 2007), This w'as a 
multi-year, experimentally-based impact evaluation of four federally-funded abstinence-only sex 
education programs funded under from Title V, Section 510 of Personal Responsibility and 
Work Opportunity Reconciliation Act of 1996 (Pub. L. No. 104-193). These four programs vary 
in their strategies, settings, and population characteristics. Participants in these programs were 
randomized to abstinence-only program or control conditions. Based on follow-up data collected 
4-6 years after enrollment, youth in the abstinence-only program group were no more likely to 
have abstained from sex compared to those enrolled in the control group. Among those who 
reported having had sex, the group receiving abstinence-only education reported having similar 
numbers of sexual partners and similar timing of onset of sexual debut to those in the control 
group. The abstinence-only program participants were no more likely to have engaged in 
unprotected sex than youth in the control group. 
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Comprehensive Programs 

In the Cochrane review of comprehensive sex education programs for youth in high-income 
countries, 23 of the 39 trials found a positive effect on at least one self-reported behavioral 
outcome including sexual abstinence, condom use, and unprotected sex (Underhill et ah, 2007b). 
While the specific features that contribute most to success are difficult to discern because of the 
variable design in these programs, the review found many comprehensive sex education 
programs appear to reduce self-reported short-term and long-term HIV-risk behaviors among 
young people in high income countries. These findings of positive behavioral outcomes are 
consistent with a prior independent review of the same body of literature (Kirby, 2007). 

Conclusions and Observations 

In the seven years since No Time To lose was published, there is little additional evidence about 
the impact of sex-education programs that rely on biologically verified reductions in the 
incidence of HIV and other STIs. The growing body of literature on the impact of sex education 
programs on behavioral outcomes, however, provides more information. 

Based on the relatively small number of rigorous evaluations, abstinence-only programs do not 
reduce the risk of HIV as measured by self-reported behavioral outcomes. Studies indicate that 
abstinence-only programs do not result in a delay in the initiation of sexual activity, a reduction 
in the frequency of unprotected vaginal sex, or a reduction in the number of sexual partners. 
Among sexually active teens, abstinence-only programs have not been shown to increase the 
return to sexual abstinence nor to affect condom use. 

Comprehensive sex-education programs appear more promising. Several studies found a 
positive effect on a number of behavioral outcomes. Comprehensive programs have reduced the 
self-reported incidence and frequency of unprotected sex and the number of sex partners. These 
programs have also been demonstrated to increase reported condom use and to delay initiation of 
sexual activity. 

The available evidence on the impact of sex education programs is limited to a relatively small 
number of well-executed, controlled studies. Future evaluations should endeavor to improve 
study quality in such areas as program specification, outcome measures, length of follow-up, and 
retention of study participants. Studies that validated behavioral measures against biological 
outcomes would be a valuable addition. Especially useful would be studies that compared 
abstinence-only and comprehensive programs head-to-head in the same target population at the 
same time. 

I believe public funds should support programs that are well grounded in evidence. By this 
standard, public financing and wide deployment of abstinence-only programs does not constitute 
sound fiscal or public health policy. Comprehensive sex education programs appear to be more 
effective, although this conclusion is based mainly on self-reported behavior change rather than 
on direct biological measures of outcome. Encouraging innovation and flexibility in the design of 
future sex education programs coupled to a systematic evaluation strategy is the most promising 
path to reducing HIV and other sexually transmitted infections among adolescents. 
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Mr. Sarbanes [presiding]. Thank you. 

STATEMENT OF MAX SIEGEL 

Mr. Siegel. Good morning. My name is Max Siegel. Thank you 
for the chance to address abstinence-only un til-marriage, a policy 
that has transformed my life. 

I share my recommendations on how to improve sexuality edu- 
cation programs as a 23-year-old living with HIV who has spent 
the entirety of his young adulthood working to prevent new infec- 
tions. My goal is to portray the personal impact of this flawed pol- 
icy, while explaining how the lessons I have learned may apply to 
other young people who today make up 15 percent of all new HIV 
infections. 

Thank you to Chairman Waxman and the Committee on Over- 
sight and Government Reform for including HIV-positive young 
people in today’s hearing. 

I experienced abstinence-only until-marriage education taught by 
my junior high school gym teacher. In his class he told me and my 
male classmates that sex is dangerous and that we should think 
more seriously about it when we grow up and marry. He made 
clear that only one kind of sexuality, heterosexuality, ending in 
marriage was acceptable to talk about. Already aware of my sexual 
orientation, I found no value in his speech. It did not speak to me 
in my life. It might as well not have happened. 

While most formal abstinence-only programs are more extensive 
than the class I experienced, they rely on similarly exclusive and 
stigmatizing messages that lack basic information about sexual 
health. Multiple studies, including a recent Federal evaluation, 
have found that the more expansive abstinence-only programs do 
not work either. 

When I was 17 I began seeing someone 6 years older than me. 
The first time we had sex I took out a condom but he ignored it. 
I did not know how to assert myself further. I knew enough to sug- 
gest a condom, but I didn’t adequately understand the importance 
of using one. And even if I did, I had no idea how to discuss 
condoms with my partner. The abstinence-only message did not 
prepare me for life, and I contracted HIV from the first person with 
whom I consented to having unprotected sex. I was still in high 
school. 

I was diagnosed with HIV a few months after becoming infected. 
My friends and family were devastated. We didn’t know about HIV, 
and we quickly developed false and damaging beliefs about my sit- 
uation. It seemed as though I had done something particularly 
wrong, but it never occurred to us that I, in fact, engaged in fewer 
risk behaviors for HIV infection than most of my peers. 

My parents were in no position to dispel these beliefs or other- 
wise educate me about HIV or AIDS because they, too, lacked suffi- 
cient knowledge of sexual health. Instead, they mourned the loss 
of their child. 

I decided to pursue a career in the prevention and treatment of 
the virus, and one role I assumed was the role of an HIV test coun- 
selor. Over 3 years I gained a great deal of insight into the shared 
experiences of individuals living with HIV. I have not allowed dis- 
comfort to prevent me from addressing the needs of those around 
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me, and as an educator from reacting in ways that are proven to 
be helpful. Sexuality education shouldn’t be different. Adults 
should not allow their moments of discomfort to trump the needs 
of youth for complete and accurate information. 

Sexuality education programs must be as focused as my counsel- 
ling sessions. Programs must be designed to meet the needs of indi- 
vidual students, most of whom will be sexually active before high 
school graduation. Students of all ages should know abstinence as 
the primary method to maintain one’s sexual health, but they must 
be given additional tools to equip them for later life. Those tools 
should be discussed in a way that is age appropriate by educators 
with whom students can identify and communicate openly. We 
must facilitate critical thought about sexuality in terms of keeping 
students healthy and ultimately alive. 

Today’s hearing is not about abstinence being a prevention tool — 
I think we all agree it is — but rather whether abstinence-only pro- 
grams are deserving of Federal resources, and the answer is no. 

More individuals have this virus now than ever before in history. 
Most children born with HIV no longer die, they go into adoles- 
cence and adulthood. Within and outside of marriage, these young 
people must know how to prevent transmission of HIV to their sex- 
ual partners and how to protect themselves from further co-infec- 
tion, other infections, and unintended pregnancy. 

Abstinence-only curricula fail to meet the needs of individuals 
who are living with HIV. They further disparage HIV-positive 
youth by suggesting that they are dirty, dying, and unfit to be 
loved. 

What I experienced in junior high gym class is a routine example 
of the messages of abstinence-only until-marriage programs that 
children across the country still experience today. These programs 
ignore the needs of lesbian, gay, bisexual, and trans-gender youth 
who are at particularly high risk for HIV infection, and use Gov- 
ernment dollars to condemn them. They also compromise young 
women’s safety by portraying sexually active females as scarred 
and untrustworthy. 

From the health care perspective, it is essential that congres- 
sional scrutiny of these programs focus on the consequences of ab- 
stinence-only’s condemnation of young people. 

HIV prevention must respond to the state of our domestic epi- 
demic now. I have worked with many women who contracted HIV 
within marriage. A woman asking her husband to respect her deci- 
sion to abstain from sex or to use a condom is not supported by ab- 
stinence-only’s teaching that sex is an expectation within marriage 
and that condoms do not work. There is no sufficient reason why 
this completely preventable infectious disease should have im- 
pacted any of our lives. 

After 6 years of living with HIV and striving to prevent this 
virus in others, I strongly believe that it is society’s responsibility 
to give young people all the tools they will need to lead healthy 
lives. Any American infected with HIV is a societal failure. I see 
no room for abstinence-only in this time of shrinking public health 
budgets and increased accountability. Please end the failed experi- 
ment of abstinence-only until-marriage education. 

[The prepared statement of Mr. Siegel follows:] 
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Good morning. I am grateful for this opportunity to address abstinence-only-until- 
marriage education, a policy that has transformed my life. I share my recommendations 
on how to improve sexuality education programs as a person living with HIV who has 
spent the entirety of his young adulthood working to prevent new infections. My goal is 
to accurately portray the personal impact of this policy while explaining how the lessons I 
have learned may apply to other young people, who comprise 15 percent of all new HIV 
infections in this country every year (CDC, 2008). Thank you to Chairman Waxman and 
the Committee on Oversight and Government Reform for including an HIV-positive 
young person in today’s hearings. 

Abstinence-only programs do not work. Beyond the responsibility we have to provide 
young people with accurate, complete, and lifesaving education about their sexuality, I 
see no room for failed programs such as abstinence-only education in this time of 
shrinking public health budgets and increased accountability. Please end this horrible 
experiment so we can begin the work of saving young people’s lives. 
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I experienced abstinence-only-until-marriage education taught by my junior high school 
gym teacher. In a session, he told me and my male classmates that sex is dangerous and 
that we should think more seriously about it when we “grow up and marry.” He was clear 
that sex was something only for married people. He was visibly imcomfortable, and he 
conveyed to us that sexuality was not to be discussed extensively in an educational 
setting. Even if it were, my gym teacher made it clear that only one kind of sexuality — 
heterosexuality ending in marriage — was acceptable to talk about. Already aware of my 
sexual orientation, I found no value in his speech. It did not speak to me and my life. It 
might as well not have happened. 

While most formal abstinence-only education programs in this country are more 
extensive than the class I experienced, they rely on similarly exclusive and stigmatizing 
messages that lack basic information about sexual health. My classmates and I required 
nonjudgmental, practical information that was tailored to our individual needs. I am 
evidence that the basic abstinence-only lesson I received was ineffective. Multiple 
studies, including a 10-year federal evaluation, have found that the more expansive 
abstinence-only programs do not work either. 

Unfortunately, this abstinence-only lecture was the only education I received on the 
subject. As such, I was ill-equipped to make responsible decisions about my sexual 
health. When I was 17, 1 began seeing someone six years older than me. The first time we 
had sex, I took out a condom but he ignored it. I did not know how to assert myself 
further. I knew enough to suggest a condom, but I did not have an adequate 
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understanding of the importance of using one, and even if I had more reasons to use a 
condom, I had no idea how to discuss condoms with my partner. The abstinence-only 
message did not prepare me for life, and I contracted HIV from the first person with 
whom I consented to having unprotected sex. I was still in high school. 

Did the abstinence-only message make me HIV positive? It did not force me to forgo the 
condom. But, it did nothing to prevent me from contracting the virus. My coach could 
have told me that gay people had value and that delaying sex could benefit me too. He 
could have told me that I could still take actions toward healthy sexual relations even 
though I could not get married. He could have talked to me about how essential condoms 
were to stopping the spread of infection among sexually active people, and he could have 
taught me how to navigate weighty topics such as emotions, love, and condom use within 
a relationship. These topics also are absent from abstinence-only programs operating 
today, which puts thousands of young people across the country at risk for disease and 
teen pregnancy. 

I met with a healthcare provider a few months later. Before informing me of my HIV 
status, the provider asked me about my plans for college. An idealistic teenager, I had a 
great deal to say about one day earning an advanced degree in a helping profession. The 
provider responded simply: “Well, after today, you can still try to do those things.” I 
knew then that I had HIV. Unfortunately, I had no preexisting knowledge of what my 
prognosis could be or any of my healthcare options, which is information that should 
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have been provided for me during my school’s sexuality education program. Beyond 
shock and hopelessness, my initial reaction was extreme guilt. 

My friends and family were devastated upon my new disclosure. We had no substantial 
knowledge about HIV and we quickly developed false and damaging beliefs about my 
situation. I came to consider it unfair for me to confide in my loved ones for support 
because, through having unprotected sex with a single individual, I had committed a 
heinous crime that brought suffering into their lives. I thought that while a single HIV- 
infected person adversely impacts an entire community, it is this person’s lone 
undertaking no matter their age or circumstance to reconcile the consequences of this 
disgraceful infection. 

It seemed as though I had done something particularly disgraceful, but it never occurred 
to any of us that I in fact had engaged in fewer behaviors that could put me at risk for 
HIV infection than the majority of my peers. I wish I could say that my parents did not 
reinforce such notions. Like many young people’s, my parents were in no position to 
educate me about HIV or AIDS because, although otherwise extremely well-educated, 
they did not have a comprehensive understanding or knowledge of sexuality and sexually 
transmitted infections. Instead, they mourned the loss of their child. As a community, we 
identified contracting HIV as someone’s fault. We had no examples for how one might 
live well with the virus or any other chronic, sexually transmitted infection. None of us 
had received adequate education around these issues and what arose from my diagnosis 
was a widespread crisis. This crisis could have resulted in my absence from the medical 
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continuum, a refusal to disclose my status to future sexual paitners, and suicide among 
other all-too-common occurrences in the lives of people living with HIV. It fortunately 
did not. 

Soon after diagnosis, I decided to pursue a career in the prevention and treatment of the 
virus. I thought I had little time on this planet and that I was automatically in a unique 
position to help people because of my status. I have gone on to earn national recognition 
for my HIV-related endeavors. I hope I have demonstrated that those living with HIV can 
be relevant, meaningful members of society — even though the abstinence-only messages 
I received failed to teach me otherwise. The most personal career choice I made was to 
assume the role of an HIV counselor and to provide rapid HIV antibody testing to the 
general public. Working in HIV counseling and testing for three years, I gained a great 
deal of insight into the shared experiences of individuals living with HIV. These 
experiences cut across gender, race, and class, and 1 learned to pay particularly close 
attention to individuals’ unique needs and perspectives. 

That which makes me proudest in my life has been my willingness to be present for those 
who were otherwise alone. 1 have never averted my eyes from a client's suffering. I have 
not allowed discomfort to prevent me from addressing the needs of those around me and, 
as an educator, from reacting in ways that are proven to be helpful. Sexuality education 
should be no different. Adults should not allow their moments of discomfort to supercede 
the needs of youth for complete and accurate information. 
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Sexuality education programs must be as specifically focused as my counseling sessions. 
Programs must be tailored to meet the needs of individual students, the majority of whom 
will be sexually active before high school graduation. They should encourage abstinence 
while providing useful information about the potential consequences of sexual activity. 
Students of all ages should recognize abstinence as a primary mode of maintaining one’s 
sexual health, but they must be given tools in addition to abstinence that will equip them 
for later life. These tools should be discussed in language that is accessible to students’ 
particular ages by educators with whom students can identify and communicate openly. 
We must facilitate critical thought about sexuality in terms of keeping students healthy 
and, ultimately, alive. 

Sexuality education programs should promote skills related to self-esteem, condom use 
and negotiation in terms of maintaining health as a priority, and self-efficacy while being 
inclusive of varying sexual orientations and gender identities. They must instill 
knowledge of local healthcare services, including the availability of HIV counseling and 
testing, and they should contribute to peer-led dialogue about healthy sexual behaviors, 
including abstinence. These programs must acknowledge relationship violence, which 
increases one’s risk for HIV infection and is most commonly reported among married 
women (Lichtenstein, 2005). One’s decision to abstain will not be honored in the 
presence of violence and coercion. Young people should be prepared for the wide array 
of emotions, not all of which will be bad, that result from engaging in sex. Age- 
appropriate and comprehensive sexuality education should be built into each grade level 
as sexuality is an issue of daily life. Effective sexuality education requires well-iirformed 
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educators who posses the professional skiUs to be able to deliver this important 
information in a confident and understanding way. 

Students should leave sexuality education programs equipped and inspired to discuss 
HIV in terms of risk and transmission. Sexuality education should help individuals who 
are not living with HIV better understand the realities of a positive status for the purpose 
of preparing individuals who test positive later or have peers who are diagnosed for the 
medical and psychosocial ramifications of the virus. This requires a well-rounded 
portrayal of the lives of HIV-positive individuals. Students should have increased 
awareness about HIV and the bidirectional relationship between HIV and society. These 
programs should assume that many lessons arise from the AIDS pandemic. Themes such 
as stigma, isolation, discrimination, and unequal access to education and healthcare 
services are global and worthy of examination. Educators and policymakers must ask 
themselves: What effect does cultural legacy have on the marginalized communities most 
impacted by AIDS? Is it important to consider others’ contexts in a holistic sense, 
including a history of sexual violence and family abuse, while striving to instill healthy 
sexual behaviors? Our leaders and role models are sacrificing young people’s long-tem 
survival in order to avoid momentary discomfort. 

What I experienced in my junior high gym class is a routine example of the messages of 
abstinence-only-until-marriage programs that children across our country are still 
experiencing every day. On top of being proven ineffective for students (most of whom 
identify with traditionally heterosexual views of sex and gender), these programs also 
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ignore the needs of lesbian, gay, bisexual, transgender, and questioning (LGBTQ) youth, 
and even condemn them. The message I received in junior high was essentially that 
deviant life choices such as homosexuality or sex outside of marriage are not to be 
acknowledged. Furthermore, my educator implied that said deviants could never engage 
in sex in a healthy manner since non-heterosexual couples cannot “grow up and marry.” 

Acknowledging that sexual minorities may be as healthy as anyone else is by no means 
an endorsement of their behaviors; however, abstinence-only programs utilize 
government dollars to actually lash out against LGBTQ young people. From a healthcare 
perspective, it is important for the scrutiny of abstinence-only programs to concentrate on 
the consequences of abstinence-only programs’ condemnation of sexual minorities, 
including men who have sex with men, who are at high-risk for HIV infection. This 
government-funded condemnation impacts majority-identified community members as 
well. Many men who have sex with men, especially young men and men of color, will 
not disclose their sexual interactions with other men due to the negative social 
consequences of acknowledging their behaviors (CDC, 2003). Nondisclosers are more 
likely to contract HIV, less likely to receive HIV testing, and more likely to have sexual 
contact with women (CDC, 2003). Even if one does not place value on educating 
LGBTQ individuals about reducing their risk for HIV infection, these individuals 
inexorably overlap with heterosexual-identified community members. The diversity of 
sexual orientations and gender identities in our world is irreversible. For everyone’s 
survival, we must realize that a failure to attend to the needs of these individuals is a 
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failure to perceive the risk that befalls anyone who might be deserving of life-saving 
education. 

Young, straight women also are in need of education that includes, but is not limited to, 
abstinence. I have worked with various individuals who contracted HfV within marriage. 
Many of these individuals were women who had children, and some of these children 
were infected at birth. Women of color are at particular risk. According to the Centers for 
Disease Control & Prevention, Latina women have nearly the same HfV/AIDS rate (15.1) 
as white men (16.7) (CDC, 2008). Among African American women, the rate (56.2) is 
almost four times as high (CDC, 2008). Abstinence-only programs neglect the needs of 
women of color through curricula that reinforce gender roles and emerge from a context 
of ethnocentrism. Abstinence-only programs frequently portray sexually active young 
women as dirty, scarred, and inferior. Regardless, staying faithful to one’s partner will 
not protect a woman whose husband or boyfriend has been incarcerated when rates of 
HIV infection among inmates is exponentially higher than in the general population. And 
a woman asking her husband to respect her decision to abstain from sex or to use a 
condom is not consistent with abstinence-only programs teaching sex as an expectation 
within marriage or that condoms do not work. 

Sex education must be appropriate for as many populations as it plans on helping, and 
HIV prevention must respond to the state of our domestic epidemic. I have assumed the 
responsibility of trying to help the women and children with whom I have worked to the 
best of my abilities, but there is no sufficient reason why this completely preventable 
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infectious disease should have impacted any of our lives. After six years of living with 
HIV and striving to prevent sexually transmitted infections in others, I strongly believe 
that it is society’s responsibility to provide young people with all the tools they will need 
in order to lead healthy lives. Any American infected with HIV is a societal failure. 

More individuals have this virus now than ever before in history. Most children bom with 
HIV no longer die; they are growing into adolescence and adulthood. Within and outside 
of marriage, these young people must know how to prevent transmission of HIV to their 
sexual partners and how to protect themselves from further co-infection, other sexually 
transmitted infections, and unintended pregnancy. Understanding proper condom use is 
imperative to their wellness and to that of others’. Abstinence-only programs stigmatize 
individuals living with HIV through conveying inaccuracies about the virus’ 
transmission, such as by stating that HIV may be transmitted through skin-to-skin contact 
(Duran, 2003, p.l9). Rarely have I encountered a sexual health forum in which youth or 
older adults in the audience could collectively identify the four fluids that are known to 
transmit HIV. If asked, would you be able to do so? 

Popular abstinence-only curricula rely on scare tactics, which do not work and adversely 
impact individuals who are diagnosed with HIV or even other sexually transmitted 
infections. One abstinence-only program has utilized an in-class exercise in which 
students roll a die to represent the risks they take by having sex and, in the case of the die 
landing on four, the leader of the exercise told students that they have AIDS and, “You’re 
heading to the grave. No cure” (Hughes, 1998). What does this do for adolescents who 
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are already living with HIV, or whose parents may be HIV positive, except cause fear? 
HIV-positive young people could be harnessed as powerful peer educators as they are 
more frequently in other countries. Instead, fear of them fiirther discourages all 
individuals from discovering their status and fails to encourage individuals to follow the 
Centers for Disease Control & Prevention’s recommendation that everyone ages 13 to 64 
receive routine HIV testing (CDC, 2006). Abstinence-only curricula do not meet the 
needs of individuals who are living with HIV, whether they are aware of their status or 
not. 

One of the most common barriers to effective HIV prevention among youth that I have 
encountered is apathy toward one’s risk for infection. How are we to expect young 
people to recognize HIV as a legitimate concern when our policymakers and educators 
ignore overarching evidence that HIV prevention interventions must be administered in a 
comprehensive manner? The claim that comprehensive sexuality education encourages 
sexual activity among youth - despite evidence to the contrary - is an indication that 
policymakers are not aware of young people’s willingness and capacity to make 
responsible decisions about their sexual health. This claim is counterintuitive to the 
numerous HIV-negative client success stories that I might tell, and it has not been proven 
in research. Comprehensive sexuality education programs are shown to increase the use 
of condoms and contraception while reducing a young person’s number of sexual 
partners and pushing back the age of sexual debut (Kirby, 2007; U.S. Department of 
Health and Human Services, 2001). 
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I came to recognize the importance of condoms from my personal and professional 
experiences. Although condoms are not 100% effective at preventing HIV, they do come 
close. I have never screened a client HIV-positive who used condoms correctly and 
consistently. Unfortunately, abstinence-only programs are only allowed to note 
contraception or condom use in terms of failure rates. Research shows that abstinence- 
only students are less likely to use condoms or contraception when they do have sex 
(Bearman & Bruckner, 2001) and are less likely to seek medical attention in the presence 
of a sexually transmitted infection (Bearman & Bruckner, 2005). The Mathematica 
Policy Research conducted a large, comprehensive study of students in abstinence-only 
programs that showed these students to be no more likely to stay abstinent than 
individuals who do not undergo any sexuality education whatsoever (Mathematica Policy 
Research, 2007). The evidence shows that comprehensive sexuality education is more 
effective at keeping our young people abstinent than abstinence-only. 

In summary, please stop funding abstinence-only programs and start funding 
comprehensive sexuality education. As a tax-paying young person living with HIV, I 
urge you to use our federal dollars for programs that actually do protect our sexual health. 
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Mr. Sarbanes. Thank you very much, Mr. Siegel. 

Ms. Knox, please, 5 minutes. 

STATEMENT OF SHELBY KNOX 

Ms. Knox. Thank you. 

Good morning distinguished members of the committee. My 
name is Shelby Knox, and I am a 21-year-old speaker and sexual 
health educator. It is an honor to be here to share my personal ex- 
perience with abstinence-only until-marriage programs and to pro- 
vide a youth perspective on their appropriateness and effectiveness. 

I was born and raised in a Southern Baptist family in Lubbock, 
TX, a city with some of the highest rates of sexually transmitted 
infection and teen pregnancy in the Nation. At 15, in accordance 
with my faith, I took a virginity pledge at my church. The same 
pastor who officiated at my religious pledge ceremony also pre- 
sented a secularized abstinence-only program to students in my 
school district. Many students were already having sex and needed 
information to protect their health; however, he expounded on the 
ineffectiveness of condoms, explaining in graphic detail and with 
even more graphic pictures the sexually transmitted infections one 
could get if we trusted our health to a flimsy piece of latex. 

We were all too intimidated or embarrassed to ask for clarifica- 
tion, but it seemed as if sex with a condom was the equivalent of 
sex without a condom. 

He also touched on the ills of masturbation and warned against 
homosexual sex. One demonstration he used left little doubt as to 
our worth as a future spouse or partner or person if we were to 
engage in sexual activity before marriage. He pulled an often 
squirming and reluctant and always female volunteer onto the 
stage, took out a toothbrush that looked like it had been used to 
scrub toilets, and asked her if she would brush her teeth with it. 
When she predictably refused, he pulled out another toothbrush, 
this one pristine, in its original box, and asked her if she would 
brush her teeth with that toothbrush. When she answered in the 
affirmative, he turned to the assembly and said. If you have sex 
before marriage, you are a dirty toothbrush. 

Many of my peers were struggling with questions, and most were 
not abstaining from sex. The statistics became alarmingly personal 
when the girl who sat next to me in math class got pregnant. She 
told me her boyfriend had said she couldn’t get pregnant the first 
time she had sex. Her growing belly was the result of that first and 
only time. 

Another friend, trying to be responsible, used two condoms at 
once. He had been taught that using a condom wouldn’t work, so 
he tried two. Only later did I find out that using two condoms to- 
gether was likely to cause both to break. 

I believed in abstinence in a religious sense, but it was clear that 
abstinence-only as a policy for students who simply were not ab- 
staining was dangerous. Even if we did wait until marriage, we 
still lacked a basic understanding of our bodies, reproduction, and 
how to prevent pregnancy, as well as a long list of sexually trans- 
mitted infections, including HIV, and the skills to have conversa- 
tions about sex and protection. I felt betrayed by the people who 
I trusted to tell me the truth — my pastor, my teachers, the school 
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district, and the elected officials who deemed an ineffective policy 
good politics if not sound science. 

I got involved with a group urging the school district to change 
the abstinence-only policy to a more comprehensive sexuality edu- 
cation curriculum that would include abstinence, as well as medi- 
cally accurate information on a wide range of human sexuality top- 
ics. 

My parents, proud conservatives who encouraged my virginity 
pledge, joined me in asking the school board to change the curricu- 
lum, because they wanted me to have complete and accurate infor- 
mation about my body and sexuality. They didn’t see a conflict with 
encouraging me to remain abstinent while at the same time ensur- 
ing that my classmates and I received the tools in school to make 
healthy and responsible decisions about our lives. They were in 
good company — 85 percent of parents believe that teens should re- 
ceive information about abstinence as well as how to protect them- 
selves. 

Abstinence works. Abstinence-only until-marriage does not. It is 
morally unethical to leave young people without the information 
they need to protect themselves. Studies have shown a more com- 
prehensive approach to sex education that gives us a strong mes- 
sage about abstinence and information about condoms and contra- 
ception does a better job helping young people abstain than do ab- 
stinence-only until-marriage programs. 

So why is it that not a single Federal dollar has ever been dedi- 
cated to a comprehensive approach while more than $1 billion has 
been spent on abstinence-only education? As a young person with 
first-hand experience about the misinformation, shame, guilt, and 
intolerance propagated by these programs, I urge you to eliminate 
funding for abstinence-only until-marriage programs and to, in- 
stead, allocate those funds to comprehensive, medically accurate 
sex education that provides young people with the tools they need 
to make responsible, informed decisions about their sexual health. 

Once again, it was an honor to speak to you today, and I will be 
happy to answer any of your questions at the appropriate time. 

[The prepared statement of Ms. Knox follows:] 
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Statement by Shelby Knox 
Committee on Oversight and Government Reform 
House of Representatives 
April 23, 2008 


Good morning Chairman Henry Waxman, Ranking Member Tom Davis, and 
distinguished Members of the House Committee on Oversight and Government Reform. 
My name is Shelby Knox and I am a twenty-one year old speaker, writer, and sexual 
health educator. It is an honor to be here to share my personal experience with 
abstinence-only programs and to provide a youth perspective on their appropriateness and 
effectiveness. 

Purity Pledges: Efficacy and Side-Effects 

I was bom and raised in a Southern Baptist family in Lubbock, Texas - a city with some 
of the highest rates of teen pregnancy and sexually transmitted infections in the nation. At 
fifteen, in accordance with my faith, I took a virginity pledge as part of a ceremony at my 
church. Even though I was well past puberty, 1 still held an embarrassingly vague notion 
of the physiological definition of the act we were told to avoid. The pastor reiterated 
throughout the virginity pledge discussion how disappointed our parents, church, and 
future spouse would be if we relinquished our virginity before marriage. Some of my 
fiiends already intimately understood this pressure - they were having sex, but taking the 
pledge to appease their suspicious parents or to inoculate themselves against the slurs 
reserved for those whose refusal to pledge was seen as a de facto admission of sexual sin. 

While purity pledges were first the domain of religious abstinence-only programs 
presented in churches, they have gained popularity in secular, school-based abstinence- 
only programs in recent years. In fact, many of the programs participating in the 
evaluation of federally funded Title V abstinence-only-until-marriage programs contain 
some version of a virginity pledge. New research has shown that this component is not 
only ineffective, but may actually be harmful because they undermine contraceptive use 
and inadvertently promote risky oral and anal sex among teens who see these activities as 
a “loophole” in their pledge. 

A study done on the virginity pledges found that teenagers who sign a pledge do delay 
sexual activity eighteen months longer than their peers who did not pledge - far short of 
marriage - but are one-third less likely to use contraception upon initiating sexual activity 
than students who did not pledge.’ Students who pledged also have the same rates of 
sexually transmitted infections as their non-pledging peers, but are less likely to seek 


' Peter Bearman and Hanah Brflckner, “Promising the Future: Virginity Pledges and the Transition to First 
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testing or treatment for a sexually transmitted infection? In addition, male and female 
pledgers are six times more likely to engage in oral sex than peers who have not pledged, 
and male pledgers are four times more likely to engage in anal sex than their non- 
pledging contemporaries? 

Abstinence-Only Programming in the Public Schools: What’s Actually Being 
Taught? 

The same pastor who officiated at the religious pledge ceremony also presented a 
secularized abstinence-only program to junior high and high school students in my school 
district. Although he still refused to give an exact definition of sex in this setting, he did 
go into detail about the ineffectiveness of condoms, explaining in graphic detail, and with 
even more graphic pictures, the sexually transmitted infections students could get if we 
trusted our health to a “flimsy piece of latex.” We were all too intimidated or 
embarrassed to ask for clarification, but it seemed as if sex with a condom was equivalent 
to sex without one. 

Another demonstration left little doubt as to our worth as a future spouse or partner if we 
were to engage in sex before marriage. He pulled an often squirming and reluctant and 
always female volunteer onto the stage, took out a toothbrush that looked like it had been 
used to scrub toilets and asked if she would brush her teeth with it. When she predictably 
refused, he pulled out another toothbrush, this one pristine in its original box, and asked 
her if she would brush her teeth with that one. When she answered in the affirmative, he 
turned to the assembly and said, “If you have sex before marriage, you are the dirty 
toothbrush.” 

Federally funded abstinence-only-until-marriage programs commonly use messages of 
fear and shame, present gender stereotypes as scientific fact, and impart confusing, 
incomplete, or plainly inaccurate information about condoms and other forms of 
contraception. In fact, a 2004 survey conducted by the minority staff of this Committee 
found that 1 1 of the 13 federally funded abstinence-only-until-marriage programs 
reviewed contained “false, misleading, or distorted information.”'* 

Sexuality Education: What Works? What Doesn’t? 

When I got to high school, I realized many of my peers were struggling with the same 
questions about sex, relationships, and sexuality as I was - and most were not abstaining 
fk>m sex. The statistics became alarmingly personal when the girl who sat next to me in 
math class got pregnant. She told me her boyfriend had said she couldn’t get pregnant the 
first time she had sex - her growing belly was the result of that first and only time. I 
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watched as her pregnancy advanced and she endured the cruelty of “righteous” high 
school students in the form of whispered insults and disgusted stares. One day she simply 
didn’t come back to school. 

Another friend had a scare after both condoms he and his partner were using broke - they 
had figured, wrongly, that if one wouldn’t work, two might do the trick. If either of these 
two friends had received even the most basic sex education instead of abstinence-only- 
until-marriage programs that withheld information and vilified condoms as ineffective, 
they would have been able to make better and more informed decisions. Knowledge is 
power. The ignorance promoted by abstinence-only-until-marriage programs is a recipe 
for disaster that plays out everyday in communities like mine. 

I believed in abstinence in a religious sense, but it was clear that abstinence-only as a 
policy for students who simply were not abstaining was dangerous. Even if we did wait 
until marriage, we still lacked a basic understanding of our bodies, reproduction and how 
to prevent pregnancy as well as a long list of sexually transmitted infections, and the 
skills to navigate conversations about sex and protection. 

Studies have repeatedly shown abstinence-only-until-marriage curricula to be ineffective 
as well as inaccurate. A federally funded evaluation of abstinence-only-until-marriage 
programs conducted by Mathematica Policy Research and released in 2007 showed the 
programs had little effect on teen sexual behavior.^ Another 2007 study commissioned by 
the National Campaign to Prevent Teen and Unplanned Pregnancy came to an identical 
conclusion. And in 2006, the Society for Adolescent Medicine released a paper that 
found “the efficacy of abstinence-only interventions may approach zero.”” 

Comprehensive sex education programs, on the other hand, include age-appropriate, 
medically accurate information on a broad set of topics related to sexuality including 
human development, relationships, decision-making, abstinence, contraception, and 
disease prevention. And, unlike abstinence-only-until-marriage programs, they actually 
work: A study released in March 2008 in the Journal of Adolescent Health found that 
teens receiving comprehensive sex education had lower rates of teen pregnancy than 
peers who received either abstinence-only or nothing at all. Parents also overwhelmingly 
support comprehensive sexuality education. A study featured in the Journal of Adolescent 
Health found that 89% of parents surveyed favored teaching about abstinence and 
contraception. 

Conclusion: Eliminate Funding for Abstinence-Onlv-Until-Marriage Programs 


* Mathematica Policy Research, Ixk. Impact of Four Title V, Section 5 10 Abstinence Education Proff-ams 
(Final Report.) Princeton, NJ: MPR, 2005. 
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It is a perilous and confusing time to be young in the United States; just this year the 
CDC announced that teen birth rates are up for the first time in sixteen years and that one 
in four teen girls has a sexually transmitted infection. Although the research has yet to be 
completed on the male half of the population, it’s clear that something must be done to 
reverse these startling trends. 

Abstinence works. Abstinence-only-until-marriage does not. In fact, studies have shown 
a more comprehensive approach to sex education that gives us strong messages about 
abstinence and information about condoms and contraception, do a better job of helping 
young people abstain than do abstinence-only-until-marriage programs. So why is it that 
there is not a single federal dollar dedicated to a comprehensive approach while more 
than a billion has been spent on abstinence-only-until-marriage? 

As a young person with firethand experience about the misinformation, shame, guilt, and 
intolerance propagated by these programs, I urge you to eliminate funding for abstinence- 
only-until-marriage programs and instead to allocate those funds to comprehensive, 
medically accurate sex education that provides young people with the tools they need to 
make responsible, informed decisions about their sexual health. 

Once again, it was an honor to speak to you today. I will be happy to answer any 
questions at the appropriate time. 
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Mr. Sarbanes. Thank you very much for the testimony, every- 
body on the panel, in particular Mr. Siegel and Ms. Knox for relat- 
ing your personal perspective on these issues. 

I share the concern of a number who have already spoken today 
about the failure of these programs to demonstrate success, the ab- 
stinence-only pro^ams, to demonstrate success, and the fact that 
we plow over $1 billion now into these programs. 

One of the questions that I wanted to ask you. Dr. Benjamin, you 
noted — and I have taken note of this, as well — that 17 States have 
now refused to take this funding because of the restrictions that ac- 
company it, and you mentioned that is a huge decision. I mean. 
States are strapped. They need as many dollars as they can to sup- 
port their public health initiatives. I was curious if you could 
maybe expound on that a little bit. What would go into a decision 
at the State level to pass up that kind of funding? what would the 
discussion process be inside the department? 

Dr. Benjamin. You know, we would first of all look at the pro- 
gram guidance and see if a particular program strapped our hands 
around our other programs. That would be the first thing we 
looked at. If that did, that creates a real problem for us. 

Second, we have lots of programs already in place, and the ques- 
tion is would it create a dilemma for us to have a program where 
our citizens were going into Door A and getting one kind of pro- 
gram, which was maybe State funded and supported, which was 
more comprehensive, and then Door B, where they could only get 
another particular program. That creates logistical, ethical, and 
programmatic problems. 

I think at the end of the day are the reporting requirements and 
are the logistical problems and ethical problems not worth taking 
the money, quite frankly. At least that is what we would do at my 
health department. We would have sat down and had those discus- 
sions. 

We would certainly also ask ourselves how can we effectively 
evaluate these programs. In other words, you know, we are always 
doing pilots. As you know, I am from Maryland, so we love pilots 
in Maryland, at least we did. We might have even tried to do a 
pilot program. Let’s see if they work. But then, of course, we would 
have to have adequate funds to evaluate that program. And then, 
of course, if it didn’t work we would stop. 

Mr. Sarbanes. Beyond the logistics of it, presumably these 
States have made a judgment, based on the research and the suc- 
cess or lack of success of these programs, that it is not worth the 
funding. 

Dr. Benjamin. I think from a programmatic and policy perspec- 
tive, absolutely. 

Mr. Sarbanes. Right. 

Dr. Benjamin. And the more evidence that comes out that sug- 
gests they may not work, the more States you will see not taking 
the dollars. 

Mr. Sarbanes. This is a question I would put to anyone on the 
panel who would like to answer it, including Mr. Siegel and Ms. 
Knox, and that is: I am getting the impression that there has been 
a lot of testimony that the comprehensive sex education programs 
are more effective, and the debate is largely a false one because we 
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keep hearing people interpret the objection to abstinence-only pro- 
grams as an objection to abstinence education, when, in fact, I 
don’t think that is what anyone is saying here who opposes absti- 
nence-only. So we kind of dance around the concept, but not land- 
ing on it four square yet, and that is this: listening to testimony 
and reading the research, it strikes me that the abstinence edu- 
cation actually is advanced and reinforced when it is inside of a 
comprehensive program, so that those who feel strongly about the 
message of abstinence — and I echo the parents who have spoken 
here today. I have a 17-year-old, a 14-year-old, and a 9-year-old, so 
all these statistics are ones that catch my attention, and I under- 
stand what my own kids are grappling with. But as somebody who 
would like them to get that message of the benefits of abstinence, 
I come away from this discussion believing strongly that if they get 
that message inside a larger program it is going to be more effec- 
tive. 

I invite anybody to address that. We can just go down the line 
here. 

Mr. Weed. I would like to respond to that, Mr. Chairman. 

Looking at the evidence in terms of abstinence in the context of 
the broader, there are some studies that have produced effects in 
terms of initiation of sexual activity, but those effects have been 
smaller for initiation than the effects that we find in programs that 
are abstinence centered, and I will use that term advisedly rather 
than abstinence-only. The effects are smaller when it is in the con- 
text than they are when it is done well and separately. 

Mr. Sarbanes. Let me get some other perspectives on that, going 
down the line. 

Dr. Santelli. I guess I would firmly agree with you. I draw the 
attention of the committee to the written testimony of Doug Kirby, 
who is, I think, the leading expert at reviewing sexuality education. 
It is fully consistent with what Dr. Fineberg was talking about, the 
Cochrane reviews. Those evaluations suggest that many of the com- 
prehensive sexuality education programs are effective when they 
deliver both messages, if you will, are effective at getting kids to 
delay initiation. 

Now, on the other hand I would point out that across these pro- 
grams, even the best ones, we are talking about a delay of maybe 
4 to 6 months, sometimes smaller, and that really begs the ques- 
tion: what are we doing for kids for the rest of their lives? So if 
we delay from 15 to 15V2 or 17 to 17V2 or 18, we need to make sure 
that those young people are ready. 

Dr. Blythe. Can I have another comment? 

Mr. Sarbanes. Yes. 

Dr. Blythe. As a physician in the field, in the trenches, one of 
the issues that has come up is the teaching that we give in clinics, 
and even families give to their young people, are being revoked by 
the education in school. We had a clear example of this last week 
when a young man was being pulled into the clinic by his Mom, 
16-year-old, with an obvious genital infection, and his comment to 
her was. But, Mom, I was told in school they don’t work. So when 
our clinical messages are being revoked by the education that they 
are getting in the schools, it is clearly counterproductive to the 
health of these young people. 
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Mr. Sarbanes. I have run out of time, but maybe if you two have 
a brief response. 

Mr. Siegel. It is a blatant indication of policymakers’ distrust of 
youth to make responsible decisions about their sexual health, and 
it is not empirically supported. It has been shown repeatedly in 
Federal evaluation that comprehensive sexuality education is bet- 
ter at leading to abstinence, which should be the goal of these pro- 
grams, along with preventing HIV and other STIs and unintended 
pregnancy. 

Mr. Sarbanes. Thank you very much. 

Mr. Sali. 

Mr. Sale Thank you, Mr. Chairman. 

First of all, I have a written statement that I had intended to 
give at the beginning of the meeting but wasn’t allowed the oppor- 
tunity. I would ask unanimous consent that be added to the record. 

Mr. Sarbanes. Without objection. 

[The prepared statement of Hon. Bill Sali follows:] 
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Statement of Bil Sail 

Oversight and Government Reform Committee 
Hearing on Abstinence-Only Programs 
April 23, 2008 

Mr. Chairman and Ranking Member Davis, 

I want to thank you for calling this important hearing on abstinence education. Abstinence 
education teaches that “abstinence from sexual activity outside marriage as the expected 
standard for all school age children,” and stresses the social, psychological, and health 
benefits of abstinence. In a study released just yesterday by the Heritage Foundation, 21 
studies were analyzed and 16 reported positive findings concerning the effectiveness of 
abstinence education programs. I ask unanimous consent that this report be inserted into 
the Committee Report. 

There are many reports that show abstinence education works, and in Idaho I have heard 
how abstinence programs are helping teens avoid risky behavior. Unfortunately, most 
Americans don't even know what teens are being taught in sex education classes, abstinence- 
based or otherwise. I hope that today’s heating and the testimony of Dr. Stan Weed will 
help to highlight the value and nature of abstinence education programs. 

Effective abstinence education teaches teens far more than to ‘just say no’ to sex. These 
programs offer a public health message that promotes risk-avoidance to young people. 
Unfortunately, most of America does not know that abstinence education does teach teens 
about contraception and sexually transmitted diseases (STDs), including symptoms and 
modes of transmission along with the relative effectiveness of contraception methods. 
However, abstinence education seeks to educate without engaging in the explicit 
demonstrations that most patents and school communities, especially those in my District, 
reject as distasteful and in some cases a violation of moral and religious convictions. 

In addition, in abstinence education programs, teens are taught how to build healthy 
relationships while learning to identify the warning signs of unhealthy relationships which 
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often lead to sexual coercion and abuse. These programs teach how to set goals for the 
future and how to avoid the dangers of alcohol and drugs, which frequendy open the door 
to sexual activity. 

Abstinence education is a complete approach to teaching teens about sexuality, and since 
Congress began funding Community Based Abstinence Education (CBAE), abstinence 
education has been credited for part of the decline in teen pregnancy. This is a positive and 
encouraging trend, but as we were reminded when the CDC released its recent report on 
teens and STDs, an unwanted pregnancy is not the only risk of teen sex. If government is 
going to spend money to teach youth about sex, teens deserve more than just the promotion 
and use of condoms. 

I have read with shock about the manuals that are labeled “comprehensive” sex education, 
and was stunned to see that the CDC approved curriculum that encourage young people to 
shower together or cuddle naked, along with other behaviors I would frankly be embarrassed 
to discuss before this Committee. I would wager that everyone on this committee 
understands where showering together and cuddling naked will lead. No one in this room 
could honestly believe that those kinds of actions wiU promote abstinence. In fact, quite the 
opposite. Yet these activities are considered “abstinent” behavior in the most widely used 
“comprehensive” sex education curricula. Mr. Chairman, most of us on this Committee ate 
parents. I would submit that none of us would want our daughters or sons to cuddle 
without clothing or perform other acts we would be ashamed to discuss publicly - yet these 
acts are commended in materials regularly distributed to public school children. 

Such graphic messages cannot fairly be equated with effective abstinence education and 
simply do not belong in schools, and certainly not at the expense of taxpayers. Abstinence 
education offers a teal alternative — one that is tested, practical and respects the beliefs and 
concerns of Moms and Dads across the country. Let’s give it a fair hearing and a healthy 
dose of support 
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Mr. Sali. As a part of this, as well, Senator Brownback referred 
to a Heritage Foundation study that was released yesterday, and 
I would ask unanimous consent that be included as part of the 
record of the hearing today, as well. 

Mr. Sarbanes. Without objection. 

[The information referred to follows:] 
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Teen sexual activity remains a widespread prob- 
lem confronting the nation. Each year, some 2.6 
million teenagers become sexually active — a rate of 
7,000 teens per day. Among high school students, 
nearly half report having engaged in sexual activity, 
and one-third are currently active. 

Sexual activity during teenage years poses seri- 
ous health risks for youths and has long-term impli- 
cations. Early sexual activity is associated with an 
increased risk of sexually transmitted diseases 
(STDs), reduced psychological and emotional well- 
being, lower academic achievement, teen pregnancy, 
and out-of-wedlock childbearing. Many of these 
risks are avoidable if teens choose to abstain from 
sexual activity. Abstinence is the surest way to avoid 
the risk of STDs and unwed childbearing. 

Abstinence education “teaches abstinence from 
sexual activity outside marriage as the expected 
standard for all school age children” and stresses the 
social, psychological, and health benefits of absti- 
nence. Abstinence programs also provide youths 
with valuable life and decision-making skills that 
lay the foundation for personal responsibility and 
developing healthy relationships and marriages 
later in life. These programs emphasize preparing 
young people for future-oriented goals. 

The Evidence. Studies have shown that absti- 
nent teens report, on average, better psychological 
well-being and higher academic achievement than 
those who are sexually active. Delaying the initia- 
tion of or reducing early sexual activity among teens 



can decrease their overall exposure to risks of 
unwed childbearing, STDs, and psycho-emotional 
harm. Authentic abstinence programs are therefore 
crucial to efforts aimed at reducing unwed child- 
bearing and improving youth well-being. 

Opponents of abstinence education contend that 
these programs fail to influence teen sexual behav- 
ior. At this stage, the available evidence supports 
neither this assessment nor the wholesale dismissal 
of authentic abstinence education programs. 

This paper discusses 21 studies of abstinence 
education. Fifteen studies examined abstinence 
programs that were intended primarily to teach 
abstinence. Of these 15 studies, 11 reported posi- 
tive findings. The other six studies analyzed virgin- 
ity pledges, and of these six studies, five reported 
positive findings. Overall, 16 of the 21 studies 
reported statistically significant positive results, 
such as delayed sexual initiation and reduced levels 
of early sexual activity, among youths who have 
received abstinence education. Five studies did not 
repon any significant positive results. 

The Current Environment. Today’s young peo- 
ple face strong peer pressure to engage in risky 
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behavior and must navigate media and popular cul- 
ture that endorse and even glamorize permissive- 
ness and casual sex. Alarmingly, the government 
implicitly supports these messages by spending 
over $1 billion each year to promote contraception 
and safe-sex education — ^at least 12 times what it 
spends on abstinence education. 

Although 80 percent of parents want schools to 
teach youths to abstain from sexual activity until 
they are in a committed adult romantic relationship 
nearing marriage — the core message of abstinence 
education — these parental values are rarely com- 
municated in the classroom. 

In the classroom, the prevailing mentality often 
condones teen sexual activity as long as youths use 
contraceptives. Abstinence is usually mentioned 
only in passing, if at all. Sadly many teens who need 
to learn about the benefits of abstaining from sexual 
activity during the teenage years never hear about 
them, and many students who choose to abstain fail 
to receive adequate support for their decisions. 


Conclusion. Teen sexual activity is costly, not 
just for teens, but also for society. Teens who engage 
in sexual activity risk a host of negative outcomes 
including STD infection, emotional and psycholog- 
ical harm, and out-of-wedlock childbearing. 

Genuine abstinence education is therefore cru- 
cial to the physical and psycho-emotional well- 
being of the nation’s youth. In addition to teaching 
the benefits of abstaining from sexual activity until 
marriage, abstinence programs focus on developing 
character traits that prepare youths for future-ori- 
ented goals. 

When considering federal funding for abstinence 
education programs and reauthorization of Title V 
abstinence education programs, including main- 
taining the current definition of “abstinence educa- 
tion,” lawmakers should consider all of the available 
empirical evidence. 

— Christine C. Kim is a Policy Analyst and Robert 
Rector is a Senior Research Fellow in the Domestic Pol- 
icy Studies Department at The Heritage Foundation. 
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Teen sexual activity remains a widespread problem 
confronting the nation. Each year, some 2.6 million 
teenagers become sexually active — a rate of 7,000 
teens per day.^ Among high school students, nearly 
half report having engaged in sexual activity; and one- 
third are currently active.^ 

Sexual activity during teenage years poses serious 
health risks for youths and has long-term implica- 
tions. Early sexual activity is associated with an 
increased risk of sexually transmitted diseases (STDs), 
reduced psychological and emotional well-being, 
lower academic achievement, teen pregnancy, and 
out-of-wedlock childbearing. Many of these risks are 
avoidable if teens choose to abstain from sexual activ- 
ity. Abstinence is the surest way to avoid the risk of 
STDs and unwed childbearing. 

Abstinence education “teaches abstinence from 
sexual activity outside marriage as the expected stan- 
dard for all school age children” and stresses the 
social, psychological, and health benefits of absti- 
nence.^ Abstinence programs also provide youths 
with valuable life and decision-making skills that lay 
the foundation for personal responsibility and devel- 
oping healthy relationships and marriages later in life. 
These programs emphasize preparing young people 
for future-oriented goals. 

Studies have shown that abstinent teens report, on 
average, better psychological well-being and higher 
academic achievement than those who are sexually 
active.*^ Delaying the initiation of or reducing early 
sexual activity among teens can decrease their overall 
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exposure to risks of unwed childbearing, STDs, 
and psycho-emotional harm. Authentic abstinence 
programs are therefore crucial to efforts aimed at 
reducing unwed childbearing and improving youth 
well-being. 

Opponents of abstinence education contend that 
these programs fail to inQuence teen sexual behav- 
ior. At this stage, the available evidence supports 
neither this assessment nor the wholesale dismissal 
of authentic abstinence education programs. 

Studies of Abstinence Education 

This paper discusses 21 studies of abstinence 
education. Fifteen studies examined abstinence 
programs that were primarily intended to teach 
abstinence. Of these 15 studies, 11 reported posi- 
tive findings. The other six studies analyzed virgin- 
ity pledges, and of these six studies, five reported 
positive findings. Overall, 16 of the 21 studies 
reported statistically significant positive results, 
such as delayed sexual initiation and reduced levels 
of early sexual activity, among youths who have 
received abstinence education. Five studies did not 
report any significant positive results. 

In addition to these 21 studies, five other studies 
have been cited in various reviews of abstinence pro- 


gram evaluations.^ However, these five studies are 
not fully discussed in this paper for several reasons. 

First, a 2007 study evaluated a voluntary com- 
ponent of a three-part abstinence program that 
focused on life skills education. The voluntary 
component does not represent the core abstinence 
curriculum of the Heritage Keepers program, but 
an evaluation of the abstinence curriculum is dis- 
cussed in this paper. Because the students who par- 
ticipated in the voluntary section had already 
received the core abstinence education curriculum, 
the study effectively measured the “incremental 
impact” of the voluntary component, not the full 
program impact.^ 

A second study evaluated the Operation Keep- 
sake program in Cleveland. While the study re- 
ported positive results (i.e., reduced levels and 
delayed initiation of sexual activity), the statistical 
significance of findings was less certain. While the 
findings were positive, they were statistically sig- 
nificant at only the 94 percent and 93 percent 
confidence levels — below the standard 95 percent 
confidence threshold.^ An evaluation of For Keeps, 
an updated version of Operation Keepsake, is dis- 
cussed in this paper. 


L Mark Regnerus, Forbidden Fruit: Sex & Religion In the Lives of American Teenagers (New York, N.Y.: Oxford University Press, 
2007), p. 3. This calculation is based on data from the National Survey of Family Growth. 

2. U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, National Youth Risk 
Behavior Survey, 2005. Those who have engaged in sexual activity during the three months preceding the survey are 
considered “currently active.” 

3. Section 510 of Title V of the Social Security Act contains eight standards by which all abstinence programs must abide. 

See U.S, Department of Health and Human Services, Administration for Children and Families, “Fact Sheet: Section 510 
State Abstinence Education Program,” updated November 6. 2007, at www.acf.hhs.gov/programs/fysb/content/abstmence/ 
factsheet.htm (March 13, 2007). 

4. Denise D. Hallfors, Martha W Waller, Carol A. Ford, Carolyn T. Halpem. Paul H. Brodish, and Bonita Iritani, “Adolescent 
Depression and Suicide Risk: Association with Sex and Drug Behavior.” American Journal of Preventative Medicine, Vol. 27, 
No. 3 (October 2004), pp. 224-230; Denise D. Hallfors, Martha W Waller, Daniel Bauer, Carol A. Ford, and Carolyn T. 
Halpern, “Which Comes First in Adolescence — Sex and Drugs or Depression?" American Journal of Preventative Medicine, 
Vol. 29, No. 3 (October 2005), pp. 163-170; and Robert Rector and Kirk Johnson, “Teenage Sexual Abstinence and 
Academic Achievement,” paper presented at the Ninth Annual Abstinence Clearinghouse Conference, August 2005, at 
www.hentage.org/Research/Welfare/upload/84576_l.pdf. 

5. Lauren Sue Scher, Rebecca A. Maynard, and Matthew Siagner, “Interventions Intended to Reduce Pregnancy-Related 
Outcomes Among Teenagers,” Campbell Collaboration, updated April 2{X)6, at wvm.campbellcollabQration.org/doc-pdf/ 

teenpregreview dec2006.pdf (January 17, 2008); Douglas Kirby “Emerging Answers 2007,” National Campaign to Prevent 

Teen and Unplanned Pregnancy, November 2007, at www.thenationalcampaign.org/EA2007 (February 27, 2008). 

6. Meli:Ka A. Clark, Christopher Trenholm, Barbara Devaney Justin Wheeler, and Lisa Quay, “Impacts of the Heritage 
Keepers Life Skills Education Component,” Mathemaiica Policy Research, August 2007, p. 1, at www.mathematica-mpr.com/ 
publications/PDFs/heritagekeepers08-07.pdf (February 27, 2008). 
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A third study examined a teen pregnancy pre- 
vention program in Denmark, South Carolina, in 
the early 1980s.® Although teen pregnancy rates 
declined during the early intervention period, the 
results cannot be meaningfully interpreted because 
of the uncertain nature of the services received by 
the students. 

A fourth study examined a Canadian program, 
which was designed as a traditional sex education 
program but was delivered without a contraception 
component in the evaluation’s specific context.^ 

Finally, a fifth study analyzed the Postponing 
Sexual Involvement program in Atlanta in the mid- 
1980s. Although the study reported positive find- 
ings (i.e., delayed onset of sexual activity), the con- 
tent of the program has been questioned. For 
example, was the intervention a pure abstinence 
program, or were other components critical? 

Study Design 

The research field of abstinence program evalua- 
tion is developing, so only a few programs have 
been evaluated thus far.^^ Currently, several hun- 
dred abstinence programs are in operation nation- 
wide. These programs vary substantially in the 
youth populations that they serve, in their imple- 


mentation, and in their curricula. Importantly, the 
few evaluated programs inadequately represent the 
spectrum of abstinence programs. Consequently, 
the available findings are mostly generalizable to the 
specific conditions under which those particular 
programs were implemented and to the youth pop- 
ulations that they served. 

The studies discussed in this paper used a vari- 
ety of research methods to assess the degree to 
which specific abstinence programs influenced teen 
sexual behavior. 

Experimental studies have the most rigorous 
evaluation design. A true experiment enables the 
researchers to draw conclusions about the pro- 
gram’s impact with a high degree of confidence. To 
simulate the scenario of how abstinence program 
participants would have behaved if they had not 
received any abstinence education, an experiment 
randomly assigns youths to receive or not to receive 
abstinence education. In theory, random assign- 
ment eliminates any systematic differences between 
the intervention group and the control group, 
making the two virtually identical except for the 
intervention — in this case, abstinence education. In 
reality, well-designed and well-implemented exper- 


7. Elaine Borawski et al, “Evaluation of the Teen Pregnancy Prevention Programs Funded Through the Wellness Block Grant 
(1999-2000),” Case 'Western Reserve University School of Medicine. Center for Health Promotion Research, Department 
of Epidemiology and Biostatistics, March 23, 2001. 

8. Helen F Koo, George H. Dunteman, Cindee George, Yvonne Green, and Murray Vincent, “Reducing Adolescent Pregnancy 
Through a School- and Community-Based Intervention; Denmark, South Carolina, Revisited,” Family Planning Perspectives, 
Vol. 26, No. 5 (Sepiember-October 1994), pp. 206-211 and 217. 

9. B. Helen Thomas, Alba Mitchell, and M. Corinne Devlin, “Small Group Sex Education: The McMaster Teen Program,” in 
Brent C. Miller, JosefinaJ. Card, Roberta L. Paikoff, and James C. Peterson, eds., Preventing Adolescent Pregnancy: Model 
Programs and Evaluations (Newbury Park, Calif.: Sage Publications. Inc., 1992), pp. 28-52. According to the study, 
contraception was not taught because at the time this subject was not within Ontario Ministry of Education guidelines 
for seventh and eighth grade students. 

10. Marion Howard and Judith Blarney McCabe, “Helping Teenagers Postpone Sexual Involvement,” Family Planning 
Perspectives, Vol. 22, No. 1 (January-February 1990), pp. 21-26. 

1 1 . A 2006 Government Accountability Office report notes that “the efforts to study and build a body of research on the 
effectiveness of most abstinence education programs have been under way for only a few years, in part because grants 
under the two programs that account for the largest portion of federal spending on abstinence — the State Program 
[Title V] and the Community-Based Pro^am — were not awarded until 1998 and 2001, respectively” U.S. Government 
Accountability Office, Abstinence Education: Efforts to Assess the Accuracy and Effectiveness of Federally Funded Programs, 
GAO-07-87, October 2006, pp. 20 and 31, at www.gao.gov/new.items/d0787.pdf (April 16, 2008). 

12. A number of studies have analyzed changes in teens’ intentional behavior, such as attitude toward abstinence, 
characteristics important to behavioral change, self-efficacy, and STD knowledge. The present analysis reports only 
studies that measured actual behavioral outcomes. 
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iments are few. This is particularly true for absti- 
nence program evaluation. 

Most of the evaluations reported in this anal)^s 
are quasi-experiments, which incorporate certain 
elements of experimental design, such as identifying 
a comparable group of youths for comparison and 
using statistical methods to account for pre-inter- 
vention differences between youths who received 
abstinence education and those who did not. 

Quasi-experimental studies adjust for a host of 
observable factors other than abstinence education 
that might confound the results. Depending on the 
rigor of the evaluation design and the adequacy of 
the statistical analysis employed by the researchers, 
the degree of confidence with which conclusions 
may be drawn about the findings from non-exj^ri- 
menial studies can vary. Consequently, all findings 
should be interpreted with the full context of the 
program and evaluation in view. 

The virginity pledge studies used a longitudinal 
survey of self-reported data. The longitudinal sur- 
vey followed the same group of individuals from 
adolescence to young adulthood. The pledge stud- 
ies applied various statistical methods to estimate 
the underlying relationship between pledging dur- 
ing adolescence and behavioral outcomes in young 
adulthood. 

This paper focuses on the significant positive 
behavioral outcomes as reported by the studies, 
such as delayed onset of sexual activity, reduced lev- 
els of early sexual activity, and fewer sexual partners 
among adolescents.^^ In addition, this paper dis- 
cusses five studies that reported no significant 
impact. (For a list of the studies, summary findings, 
and evaluation design characteristics, see the 
Appendix and the Reference List.) 

While abstinence programs emphasize the mes- 
sage of abstinence until marriage as the standard for 


all school-age children, simply delaying the initia- 
tion or reducing current levels of sexual activity 
among teens can decrease teens’ overall exposure to 
the risk of physical and psycho-emotional harm. 

Studies TTiat Reported 
Positive Behavioral Change 

Positive behavioral changes were reported in 1 1 
studies of abstinence programs. (See the Appendix 
and Reference List.) 

Reasons of the Heart. Taught over 20 class peri- 
ods by certified and program-trained health educa- 
tors, the Reasons of the Heart (ROH) curriculum 
focuses on individual character development and 
teaches adolescents the benefits that are associated 
with abstinence until marriage. 

A 2008 study evaluated the ROH curriculum’s 
impact on adolescent sexual activity among seventh 
grade students in three suburban northern Virginia 
public schools. The researchers also collected 
data on a comparison group of seventh grade stu- 
dents in two nearby middle schools that did not 
participate in the program. Students in those 
schools instead received the state’s standard family 
life education, which included two videos on HIV/ 
STD prevention and one on abstinence. 

The evaluators surveyed seventh grade students 
in all five schools before and after the program. 
They found that, a year after the program, 32 (9.2 
percent) of the 347 ROH students who were virgins 
at the initial survey had Initiated sexual activity, 
compared with 31 (or 16.4 percent) of the 189 com- 
parison group students. Controlling for the differ- 
ences between the comparison group and ROH 
students, the study reported that ROH students 
were half as likely as comparison group students to 
initiate sexual activity^® The evaluators concluded, 
‘This result appears to compare favorably to the re- 


13. See Scher e£ al, "Inrerventions Intended to Reduce Pregnancy-Related Outcomes Among Teenagers.” 

14. The reliability of self-reported data on youth sexual behavior has been raised as an issue. See Janet E. Rosenbaum, 
“Reborn a Virgin; Adolescents’ Retracting of Virginity Pledges and Sexual Histories," American Journal of Public Health, 
Vol. 96. Issue 6 Qune 2006), pp. 1098-1103. 

15. Findings are considered statistically si^ificant if they have a statistical confidence level of 95 percent or greater. Some 
of the studies reporting positive results also reported non-significani results, which are included in the Appendix. 

16. Stan Weed, Irene H. Ericksen. Allen Lewis, Gale E. Grant, and Kathy H. Wibberly, "An Abstinence Program’s Impact on 
Cognitive Mediators and Sexual Initiation," American Journal of Health Behavior, Vol. 31. No. 1 (2008), pp. 60-73. 
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ductions in initiation achieved by some of the absti- 
nence programs [evaluated in earlier studies]. 

Sex Can Wail. Sex Can Wait is a three-series 
abstinence education program with one series for 
upper-elementary students, a second for middle 
school students, and a third for high school stu- 
dents. The Sex Can Wait program lasts five weeks 
and offers lessons on character building, important 
life skills, and reproductive biology. 

A 2006 study evaluated the program’s long-term 
(18-month) impact on adolescent sexual behav- 
ior. The researchers compared students who par- 
ticipated in Sex Can Wait to those who received 
their school districts’ standard sex education curric- 
ula on two behavioral outcomes: overall abstinence 
and abstinence during the last 30 days. As the 
authors noted, “the study compared the effects of 
the Sex Can Wait curriculum to ‘current practice’ 
rather than true ‘control conditions.’”^^ 

The researchers found that, 18 months after the 
program, upper-elementary students who partici- 
pated in Sex Can Walt were less likely than non-par- 
ticipants to report engaging in recent sexual activity. 
Among middle school students, participants were 
also less likely than non-participants to report 


en^ging in sexual activity ever and in the preceding 
month before the 18-month follow-up. Finally, 
among high school students, the authors found 
reduced levels of sexual activity in the short term 
but not in the 18-month follow-up.^^ 

Heritage Keepers. Heritage Keepers is a primary 
prevention abstinence program for middle school 
and high school students. The program offers an 
interactive three-year, two-level curriculum. 

To assess Heritage Keepers’ impact, a group of 
evaluators compared some 1,200 virgin students 
who attended schools that faithfully implemented 
the program to some 250 students in demograph- 
ically and geographically comparable schools 
who did not receive the abstinence interven- 
tion.^^ One year after the program, 14.5 percent 
of Heritage Keepers students had become sexually 
active compared with 26.5 percent of the compar- 
ison group. 

Overall, Heritage Keepers students “were about 
one-half as likely” as comparison group students to 
initiate sex after adjusting for pre-program differ- 
ences between the two groups.^*^ The study found 
similar results in subsets of African-American stu- 
dents, Caucasian students, boys, and girls. 


17. Students in the comparison group and ROH students matched on 10 of the 12 demographic and altitudinal characteristics 
measured. The comparison group had a higher proportion of African-American students. Comparison group students also 
felt they would have more opportunity for sex in the coming year. 

18. The odds ratio was 0.413, and the relative risk ratio was 0.457. The finding is statistically significant at the 99.2 percent 
confidence level. 

19. Weed e£ al , “An Abstinence Program’s Impaa on Cognitive Mediators and Sexual Initiation,” p. 70. 

20. George Denny and Michael Young, “An Evaluation of an Abstinence-Only Sex Education Curriculum; An 18-Month 
Follow-Up,” JournizI of School Health, Vol 76, No. 8 (October 2006). pp. 414-422. 

21. Ibid., p. 415. 

22. These findings were statistically significant at the 95 percent confidence level and above. 

23. Stan E, Weed, Irene H. Ericksen, and Paul James Birch, “An Evaluation of the Heritage Keepers Abstinence Education 
Program,” Institute for Research and Evaluation (Salt Lake City), November 2005, at www.heritagesemces.ofg/ 
Stan%20Weed's%20HHS%20ConJerence%20artick.pdf (December 1, 2006). Presented at a national conference, this study 
was reviewed by a team of program evaluation exj^rts selected through an external consultant by the Office of Population 
Affairs in the U.S. Department of Health and Human :^rvices. The Heritage Keepers program also includes a voluntary life 
skills education component, The participants were youths who had already received the Heritage Keepers abstinence 
program. Mathemacica Policy Research evaluated the skills life education component, which measured the mar^nal impact 
of this component as all participants had already received the Heritage Keepers abstinence program. Because the life skills 
education does not represent the core Heritage Keepers atetinence pro^m, its evaluation is not discussed in this paper. 

24. The finding was statistically significant at the 99 percent confidence level and above. Students in the comparison group 
were at somewhat higher risk of early sexual activity than program participants were. However, the authors used statistical 
methods to control for the differences between the two groups. 
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For Keeps. A study published in 2005 evaluated 
the For Keeps curriculum as implemented in five 
urban and two suburban middle schools in the 
Midwest. Schools were assigned by the school 
districts to receive the program, which was part of a 
county-vvide teen pregnancy prevention initiative. 

Taught by outside facilitators, For Keeps was a 
five-day curriculum with 40-minute sessions that 
focused on character development and the benefits 
of abstinence and tried to help students understand 
how pregnancy and sexually transmitted diseases 
can impede their long-term goals. It also empha- 
sized the psycho-emotional and economic conse- 
quences of early sexual activity. The curriculum was 
intended both for students who had become sexu- 
ally active and for those who had not. 

The evaluation collected data on all students 
through a pretest survey, and some 2,000 youths 
(about 70 percent of those who took the pretest sur- 
vey) responded to a follow-up survey conducted 
about five months after the program ended.^^ 
Among youths who engaged in any sexual behavior 
during the follow-up period, some who participated 
in For Keeps reported a reduction in “the amount of 
casual sex, as evidenced by fewer episodes of sex and 
fewer sexual partners” during the evaluation 
period, although program participants did not dif- 
fer from non-participants in the likelihood of engag- 
ing in sexual activity during the follow-up interval.^® 

Best Friends, The Best Friends (BF) program 
began in 1987 and operates in about 90 schools 
across the United States. The Best Friends curricu- 


lum is an abstinence-based character-building pro- 
gram for girls starting in the sixth grade and offers a 
variety of services such as group discussions, men- 
toring, and community activities. Discussion topics 
include friendship, love and dating, self-respect, 
decision making, alcohol and drug abuse, physical 
fitness and nutrition, and AIDS/STDs. The curricu- 
lum’s predominant theme is encouraging youths to 
abstain from high-risk behaviors and sexual activity 

A 2005 study evaluated the District of Colum- 
bia’s Best Friends program, which operated in six of 
the District’s 20 middle schools. The study com- 
pared data on BF participants to data from the 
Youth Risk Behavior Surveys (YRBS) conducted for 
the District. When the authors of the study com- 
pared Best Friends schools to District schools that 
did not have the program, they found that Best 
Friends schools tended to be located in the more 
disadvantaged sections of the city and were academ- 
ically comparable to or slightly worse than the Dis- 
trict’s middle schools in general. 

Adjusting for the survey year, students’ age, 
grade, and race and ethnicity, the study reported 
that Best Friends girls were nearly 6.5 times more 
likely to abstain from sexual activity than YRBS 
respondents. They were 2.4 times more likely to 
abstain from smoking, 8.1 times more likely to 
abstain from illegal drug use, and 1.9 times more 
likely to abstain from drinking. 

Not Me, Not Now. Not Me, Not Now, a commu- 
nity-wide abstinence intervention program, targeted 
children ages nine through 14 in Monroe County, 


25. Elaine A. Borawski, Erika S, Trapl, Loren D, Lovegreen, Natalie Colabianchi, and Tonya Block, “Effectiveness of 
Abstinence-Only Intervention on Middle S:hool Teens,” American Journal of Health Behavior, Vol. 29, No, 5 (September/ 
October 2005), pp. 423-434. 

26. The program group had a higher proportion of suburban students, and the follow-up interval for the program group 
averaged five days longer than the comparison group. Students who completed the follow-up survey were also more likely 
to be female, younger, white, living with two parents, suburban, and more abstinence-oriented. 

27. Borawski et al, “Effectiveness of Abstinence-Only Intervention on Middle School Teens," pp. 429-431. Frequency of 
sexual activity was measured by the likelihood of en^ging in six or more episodes versus the likelihood of engaging in five 
or less episodes during the evaluation period. The number of sexual partners was measured by the likelihood of having 
two or more sexual partners during the evaluation period. The findings were statistically significant at the 95 percent 
confidence level and above. 

28. This was the finding for the entire sample, the sub-sample of vii^ns, and the sub-sample of sexually active youths. 

29. Robert Lerner, "Can Abstinence Work? An Analysis of the Best Friends Program,” Adolescent & Family Health, Vol. 3, No. 4 
(April 2005), pp. 185-192. 
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New York, which includes the city of Rochester. The 
Not Me, Not Now program devised a mass commu- 
nications strategy to promote the abstinence mes- 
sage through paid television and radio advertising, 
billboards, posters distributed in schools, educa- 
tional materials for parents, an interactive Web site, 
and educational sessions in school and community 
settings. The program had five objectives: raising 
awareness of the problem of teen pregnancy, increas- 
ing understanding of the negative comequences of 
teen pregnancy, developing resistance to peer pres- 
sure, promoting parent-child communication, and 
promoting abstinence among teens. 

Not Me, Not Now was effective in reaching 
early teens, with some 95 percent of the target 
audience in the county reporting that they had 
seen a Not Me, Not Now ad. During the interven- 
tion period, there was a statistically significant 
positive shift in attitudes among pre-teens and 
early teens in the county. 

The sexual activity rate of 15-year-olds across the 
county dropped by a statistically significant 
amount, from 46.6 percent to 31.6 percent, during 
this period.^^ The pregnancy rate for girls ages 15 


through 17 in Monroe County fell by a statistically 
significant amount, from 63.4 pregnancies per 
1,000 girls to 49.5 pregnancies per 1,000. The teen 
pre^ncy rate fell more rapidly in Monroe County 
than in comparison counties and upstate New York 
in general, and the differences in the rates of 
decrease were statistically significant.^^ 

Abstinence by Choice. Abstinence by Choice 
operated in 20 schools in the Little Rock area of 
Arkansas. The program targeted seventh, eighth, 
and ninth grade students and reached about 4,000 
youths each year. The curriculum included a five- 
day workshop with speakers, presentations, skits, 
videos, and an adult mentoring component. 

A 2001 evaluation analyzed a sample of 329 stu- 
dents and found that only 5.9 percent of eighth 
grade girls who had participated in Abstinence by 
Choice a year earlier had initiated sexual activity 
compared with 10.2 percent of non-participants. 
Among eighth grade boy participants, 15.8 percent 
had initiated sexual activity, compared with 22.8 
percent among non-participating boys.^^ (The sex- 
ual activity rale of students in the program was 
compared with the rate of sexual activity among 


30. All results were statistically significant at the 99.99 percent and higher confidence level The study’s evaluator conducted 
further analyses on the possibility of spurious program effects. When the sample consisted only of students who remained 
in the program throughout the year, excluding students who Joined the program in mid-year, Best Friends girls were still 
less likely to report smoking, using illegal drugs, drinking, or engaging in sexual activity. Furthermore, compared with 
girls who completed the Best Friends program, those who dropped out were no( more likely to smoke, use illegal drugs, 
drink, and engage in sexual activity, Girls who dropped out were also more likely to be older. Even when the evaluator 
artificially increased the incidence of these four risk behaviors among Best Friends participants at the baseline by 100 
percent, the hypothetical estimates with the 100 percent increase would still be lower than the actual incidents among 
YRBS respondents. 

31. Laura Kahn et al, “Youth Risk Behavior Surveillance — United States 1997," Centers for Disease Control and Prevention 
Morbidity and Mortality Weekly Reports, Vol. 47, 1998, pp. 1-89. 

32. Andrew Doniger, John S. Riley, Cheryl A. Utter, and Edgar Adams, “Impact Evaluation of the 'Not Me, Not Now’ 
Abstinence -Oriented, Adolescent Pregnancy Prevention Communications Program, Monroe County, N.Y.," Journal of 
Health Communication, Vol. 6, No. 1 (January-March 2001), pp. 45-60. One caveat is that the study did riot assess trend 
data on the counties prior to the inierveniion campaign. With only one pre-intervention data point (1992 data on sexual 
activity rates and 1993 data on pregnancy rales), the study cannot completely rule out the possibility that the declines 
would have occurred independent of the campaign. Both the shift in attitudes and the decline in sexual activity rate were 
statistically significant at the 95 percent confidence level. The differences between the rates of decline in adolescent 
pregnancy in Monroe County and the other geographic areas were statistically significant at the 95 percent to 99 percent 
confidence levels. 

33. Stan E. Weed, “Title V Abstinence Education Programs; Phase I Interim Evaluation Report to Arkansas Department of 
Health, Institute for Research and Evaluation,” October 15, 2001. The study did not adjust for the differences between 
program participants and non-participants. The written report does not include data on statistical significance, but data 
provided by Dr. Weed to the authors of this paper showed that the program's effects in reducing the onset of sexual activity 
were statistically significant at the 98 percent confidence level. 
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control students in the same grade and schools 
prior to commencement of the program.) 

HIV Risk-Reduction Intervention. A 1998 
study evaluated a two-day abstinence-based HIV 
risk-reduction intervention. The program was 
delivered to some 200 African-American middle 
school students in Philadelphia.^"^ Students volun- 
teered to participate in a weekend health promotion 
program, and the volunteers were then randomly 
assigned to an abstinence education progj^m, a 
safer-sex education program, or a regular health 
program (the control group) delivered by trained 
adult and peer (high school student) faciliiatore. 

The researchers found that, during the three- 
month follow-up, students in the abstinence pro- 
grams were less likely to report having en^ged in 
recent sexual activity compared with students in the 
control group and that they were maiginally less 
likely to report having engaged in recent ^xual activ- 
ity compared to students in the safer-sex program.^^ 

Although the three groups generally did not dif- 
fer in their reports of sexual activity in the preced- 
ing three months during the six-month and 12- 
month follow-ups, the researchers did report that, 
among students who had sexual experience before 
the intervention, those in the safer-sex group 
reported fewer days of sexual activity on average 
than students in the control group and the absti- 
nence group reported. 

Slay SMART. Delivered to Boys and Girls Clubs 
of America participants, Stay SMART integrated 
abstinence education with substance-use preven- 


tion and incorporated instructions on general life 
skills as well. The 12-session curriculum, led by 
Boys and Girls Club staff, used a postponement 
approach to early sexual activity and targeted both 
sexually experienced and sexually inexperienced 
adolescents. Participation in Boys and Girls Clubs 
and Stay SMART was voluntary. 

A 1995 study evaluated Stay SMART’S impact on 
adolescent sexual behavior. The study measured the 
sexual attitudes and behavior of more than 200 
youths who participated in Stay SMART or Stay 
SMART plus the boosters and compared their out- 
comes to some 100 youths who did not participate 
in Stay SMART but were still involved in the Boys 
and Girls Clubs. The analysis controlled for 
demographic and baseline characteristics to test for 
the program’s independent effect on adolescent sex- 
ual behavior and attitudes. 

The study found that, two years after the pro- 
gram, youths who had engaged in prior sexual activ- 
ity and participated in the stand-alone Stay SMART 
program exhibited reduced levels of recent sexual 
activity compared with non-participants and, inter- 
estingly, participants in the Stay SMART-plus-boost- 
ers program as well Among participants who were 
virgins prior to the program, the study did not find a 
statistically significant program effect. 

Project Taking Charge. Project Taking Charge 
was a six-week abstinence curriculum delivered in 
home economics classes during the school year. 
It was designed for use in low-income communi- 
ties with high rates of teen pregnancy. The curricu- 


34. John B. Jemmoit III, Loretta Sweet Jemmou, and Geoffrey T. Fong, “Abstinence and Safer Sex HIV Risk-Reduction 
Interventions for African American Adolescents; A Randomized Controlled Trial,” JAMA, Vol. 279, No. 19 (May 20, 1998), 
pp. 1529-1536. The study also measured condom use. For the three follow-ups, the study reported three sets of 24 
comparison estimates. One of the 24 comparison estimates between the abstinence and control groups was statistically 
different, favoring the abstinence group. Ten of the 24 comparison estimates between the safer-sex and control groups 
were statistically different, favoring the safer-sex group. Three of the 24 comparison estimates between the abstinence and 
safer-sex groups were siaiistically different, favoring the safer-sex group. 

35. The findings from the comparison between the abstinence and control groups were statistically significant at the 98 
percent confidence level. However, the findings from the comparison between the abstinence and safer-sex groups were 
statistically significant only at the 92 percent and 94 percent confidence iet^els, 

36. Tena L St, Pierre, Melvin M. Mark, D, Lynne Kaltreider, and Kathryn J. Atkin, “A 27-Monih Evaluation of a Sexual Activity 
Prevention Program in Boys & Girls Clubs Across the Nation,” Family Relations, Vol. 44, No. 1 (January 1995), pp. 69-77. 

37. This finding was statistically significant at the 99 percent and above confidence level. The sub-sample of non-virgins in the 
27-month follow-up was small; about 67 youths (28 in the Stay SMART only program, 18 in the program plus the 
boosters, and 21 in the control group). 
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lum contained elements on self-development; t«sic 
information about sexual biology (e.g., anatomy, 
physiology, and pregnancy); vocational goal-set- 
ting; family communication; and values instruc- 
tion on the importance of delaying sexual aaivity 
until marriage. 

The program was evaluated in Wilmin^on, Del- 
aware, and West Point, Mississippi, based on a small 
sample of 91 adolescents.^® Control and experi- 
mental groups were created by randomly assigning 
classrooms either to receive or not to receive the 
program. The students were assessed immediately 
before and after the program and at a six-month fol- 
low-up. In the six-month follow-up, Project Taking 
Charge was shown to have had a statistically signif- 
icant effect in increasing adolescents’ knowledge of 
the problems associated with teen pregnancy, the 
problems of sexually transmitted diseases, and 
reproductive biology. 

The program may also have delayed the onset of 
sexual activity among some of the participants. 
About 23 percent of participants who were virgins 
at the pretest initiated sexual activity during the fol- 
low-up interval, compared with 50 percent of the 
youths in the control group, although the authors 
urged caution in interpreting these numbers due to 
the small sample size.^^ 

Teen Aid and Sex Respect. An evaluation of the 
Teen Aid and Sex Respect abstinence programs in 
three Utah school districts reported that certain 


groups of youths who received these programs 
delayed the initiation of sexual activity*^® To deter- 
mine the effects of the programs, students in schools 
with the abstinence programs were compared with 
students in similar control schools within the same 
school districts. Statistical adjustments were applied 
to control for any initial differences between pro- 
gram participants and control group students. 

In the aggregate sample, the researchers did not 
find any differences in the rates of sexual initiation 
between youths who had received abstinence edu- 
cation and those who had not. However, analyzing 
a cohort of high school students who had fairly per- 
missive attitudes,"^^ they found that program par- 
ticipants were one-third less likely to engage in 
sexual activity one year after the programs com- 
pared with non-participants (22.4 percent versus 
37 percent). 

Even when the researchers adjusted for students’ 
dating and drinking behavior, religious involve- 
ment, family composition, peer pressure, and other 
factors, the differences between the two groups 
remained statistically significant. (Statistically sig- 
nificant changes in behavior were not found among 
a similar group of junior high school students.) The 
researchers found it notable that youths who had 
more permissive attitudes were “not only receptive 
and responsive to the abstinence message in the 
short run, but that some influence on behavior 
[was] also occurring.”'^^ 


38. Stephen R. Jorgensen, Vicki Potts, and Brian Camp. “Project Taking Charge: Six-Month Follow-Up of a Pregnancy 
Prevention Program for Early Adolescents,” Family Relations, Vol. 42. No. 4 (October 1993), pp. 401-406, 

39. The finding was statistically significant at the 95 percent confidence level. Seven (23 percent) of the 30 youths in the 
intervention group initiated sexual activity during the six-monih follow-up period, compared with 10 (50 percent) of 
the 20 youths in the control group. 

40. Stan E. Weed et al., “Predicting and Changing Teen Sexual Activity Rates: A Comparison of Three Title XX Programs," 
report to the U.S. Department of Health and Human Services. Office of Adolescent Pregnancy Programs, December 1992, 

41. Permissive attitudes in the study were measured by responses to the following statements: “Having sexual intercourse 
should be treated as just a normal and expected part of teenage dating relationships”; “Having sex with a boyfriend or 
girlfriend is a good way to show how much you care for them”; “Teens who have been dating for a long time should be 
willing CO go along and have sexual intercourse if their partner wants to”; "It is all right for teenagers to have sex before 
marriage if they are in love”; and “1 think it is OK for unmarried teenagers to have sexual intercourse if they use birth 
control.” Weed et al, “Predicting and Changing Teen Sexual Activity Rates." pp. 25-26. 

42. The sub-sample here included Sex Respect, Teen-Aid, and Value & Choices participants. The effects on the cohort of high 
school students with more permissive attitudes were si^ificani at the 99 percent confidence level. 

43. Weed et al, “Predicting and Changing Teen &xual Activity Rates,” p. 64. 
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Virginity Pledge Studies 

Using the National Longitudinal Study of Ado- 
lescent Health (Add Health), a nationally represen- 
tative sample of American youth. several studies 
have found that adolescent virginity pledging was 
associated with delayed or reduced levels of teen 
sexual activity, other risky behaviors, teen preg- 
nancy, and STDs. (See the Appendix and the Refer- 
ence List.) 

Delayed Sexual Activity. A 1997 study pub- 
lished in the Journal of the American Medical Associa- 
tion examined a large national sample of teenagers 
in the seventh through 12th grades.^^ The study 
compared students who had taken a formal virgin- 
ity pledge with students who had not taken a pledge 
but were otherwise identical in race, income, school 
performance, degree of religiousness, and other 
social and demographic factors. Based on this anal- 
ysis, the authors found that the level of sexual activ- 
ity among students who had taken a formal pledge 
of virginity was one-fourth the level of their coun- 
terparts who had not taken a pledge. The research- 
ers also noted that “[ajdolescents who reported 
having taken a pledge to remain a virgin were at sig- 
nificantly lower risk of early age of sexual debut.”^^ 
Another study of the virginity pledge movement, 
published in 2001, found a similar association 
between pledging and delayed sexual activity. 
According to the authors; 

Adolescents who pledge, controlling for all 
of the usual characteristics of adolescents 
and their social contexts that are associated 
with the transition to sex, are much less 
likely than adolescents who do not pledge. 


to have intercourse. The delay effect is sub- 
stantial and robust. Pledging delays inter- 
course for a long time.'^^ 

Based on a sample of more than 5,000 stu- 
dents, the study reported that taking a virginity 
pledge was associated with a reduction of approx- 
imately one-third in the likelihood of early sexual 
activity, adjusted for a host of other factors linked 
to sexual activity rates including gender, age, 
physical maturity, parental disapproval of sexual 
activity, school achievement, and race. When tak- 
ing a virginity pledge was combined with strong 
parental disapproval of sexual activity, the proba- 
bility of initiating sexual activity was reduced by 
75 percent or more. The authors did note that the 
pledge effect depended on youths' age and their 
peer group context. 

Life Outcomes in Young Adulthood. By the 
third wave of the Add Health survey, administered 
in 2001, respondents had reached young adult- 
hood, ranging between 19 and 25 years of age. In 
some cases, the virginity pledge may have been 
taken up to seven years earlier. Nonetheless, for 
many respondents, the delaying effect associated 
with pledging during adolescence appeared to last 
into young adulthood. 

Analyzing the most recent Add Health data, a 
2004 study found that adolescent virginity pledging 
was linked to a number of positive life outcomes.'^® 
For example, a 22-year-old white female pledger 
from an intact family with median levels of family 
income, academic performance, self-esteem, and 
religious observance was two-thirds less likely to 
become pregnant before age 18 and 40 percent less 


44. Add Health is a major longitudinal survey of adolescent and young adult behavior and is funded by 1 7 federal agencies. 

U is based on a nationally representative survey of approximately 14,000 youth. The survey began in 1994, and the same 
respondents were interviewed again in 1995 and 2001. 

4.5. Michael Resnick et al , “Protecting Adolescents from Harm; Findings from the National Longitudinal Study on Adolescent 
Health,” JAMA, Vol, 278, No. 10 (September 10, 1997). The association between virginity pledging and reduced sexual 
activity was statistically significant at the 99.9 percent confidence level. 

46. lUd., p. 830. 

47. Peter S, Bearman and Hanna Bruckner, “Promising the Future: 'NArginity Pledges and First Intercourse,” American Journal of 
Sociology, Vol. 106, No. 4 (Jai^tiary 2001), pp. 861 and 862. The virginity pledge effects were statistically significant at the 
95 percent confidence level, 

48. Robert E. Rector, Kirk A. Johnson, and Jennifer A. Marshall, “Teens Who Make Virginity Pledges Have Substantially 
Improved Life Outcomes,” Heritage Foundation Center for Data Analysis Report No. CDA04-07, September 21, 2004, 
at www.hentage.org/Research/Abs(inence/cda(M-07.cfm. 
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likely to have a birth out of wedlock compared with 
a non-pledger with identical characteristics. Strong 
pledgers"^^ with the same characteristics were 40 
percent less likely to initiate sexual activity before 
age 18 and had an average of one-third fewer sexual 
partners compared with non-pledgere with the 
same demographic profile. 

STDs and Risky Sexual Behaviors. Analyzing 
the same sample of respondents, another study 
found that virginity pledging during adolescence 
was also associated with lower rates of STD infec- 
tion among young adults. The STD rate among 
pledgers averaged 25 percent lower than the rate of 
non-pledgers of the same age, gender, race, family 
background, and religiosity. Significantly, the study 
found that virginity pledging was a stronger predic- 
tor of STD reduction than condom use on five dif- 
ferent measures of STDs.^^ 

The protective effect of pledging may have 
extended to other behaviors as well. According to a 
2005 study, young adults who took a virginity 
pledge during adolescence were less likely to engage 
in a number of risky sexual behaviors compared 
with those who did not take a pledge.^^ 

Studies Reporting No Significant Effects 

The Mathematica Study. In 2007, Mathematica 
Policy Research released a study that evaluated four 
abstinence programs: My Choice, My Future! in 
Powhatan, Virginia; ReCapturing the Vision in 
Miami, Florida; Families United to Prevent Teen 


Pre^iancy in Milwaukee, Wisconsin; and Teens in 
Control in Clarksdale, Mississippi.^^ Primarily pre- 
ventive in their intent, these programs focused on 
upper elementary and middle school children. The 
average age of the participants ranged from 10 to 
13. Two of the sites were in urban settings, and two 
were in rural communities. 

The four programs varied in duration and inten- 
sity. Three programs — two multi-year curricula and 
a one-year curriculum — ^required participation. 
Their intensity ranged from several sessions a year to 
daily classes. One program, an up-to-four-year cur- 
riculum, met daily but made participation optional. 
In that program, only about half of the students 
assigned to the program actually participated. Of 
those who participated at all, less than half attended 
a meaningful portion of the sessions offered. 

The evaluation employed a rigorous experimen- 
tal design. The researchers surveyed students four 
to six years after initial program enrollment to assess 
the impact of the four programs on youth behavior. 
Although long-term impact is ideal, some students 
in this study’s sample were last surveyed later than is 
conventional in this field. For example, at the 
program site with the shortest curriculum length 
Ubout one year), students averaged about 13 years 
old at enrollment, and the gap between program 
completion and the last follow-up survey was as 
long as five years. During this gap, the students 
received no additional abstinence education or 
intervention support. 


49. The question “Have you ever signed a pledge to abstain from sex until marriage?" appears in all three waves of Add Health. 
Strong pledgers are a subgroup of pledgers who provided consistent answers to the question in all three waves of the 
survey. If they reported having taken a pledge, their answer in the subsequent wave(s) remained the same. 

50. Robert Rector and Kirk A. Johnson, “Adolescent Virginity Pledges, Condom Use, and Sexually Transmitted Diseases 
Among Young Adults,” paper presented at the Eighth Annual National Welfare Research and Evaluation Conference of the 
Administration for Children and Families, U.S. Department of Health and Human Services. June 14, 2005, at 
mvw.heTitage.or§/Research/WelJare/upload/79366^1.pdJ. 

51. Robert Rector and Kirk A. Johnson, "Adolescent Virginity Pledges and Risky Sexual Behaviors,” paper presented at the 
Eighth Annual National Welfare Research and Evaluation Conference of the Administration for Children and Families, 
U.S. Department of Health and Human Services, June 14, 2005, at www.keritage.org/Research/Welfare/upload/79314_LpdJ. 

52. Christopher Trenholm, Barbara Devaney, Ken Forison, lisa Quay, Justin Wheeler, and Melissa Clark, Impacts of Four Title V( 
Section 510 Abstinence Education Programs: Final Report, Mathematic Policy Res^rch, April 2007, at vvww.mathemaiica-mprcom/ 
publications/pdfs/impactabstinence.pdf (November 13, 2007). 

53. To assess short-term program impact, evaluation follow-ups usually take place immediately to a year after the program. 
For longer-term impact, studies have employed follow-up intervals ranging from 12 to 48 months after program 
completion. 
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In the final follow-up survey, the study repotted 
no statistically significant differences between pro- 
gram participants and non-participants. Among 
both program and control groups, half of the stu- 
dents remained abstinent. Among students who had 
become sexually active by the time of the final sur- 
vey, program participants and non-participants had 
similar rates of condom use. (The four abstinence 
programs did not promote contraceptive use.) 

At one of the program sites, the study found that 
48 percent of the program participants remained 
abstinent in the final follow-up compared with 43 
percent of the non-participants. At the same site, 
program participants were also more likely (a dif- 
ference of 7 percentage points) to report expecta- 
tions of abstinence until marriage compared with 
non-participants. Although these differences were 
not statistically significant, the study’s authors 
noted that, “[gjiven the smaller sample sizes avail- 
able for estimate impact at the site level. . .the study 
cannot rule out modest site-specific impacts on 
these outcomes. 

WAIT Training. A 2005 study evaluated the 
WAIT Training abstinence education program as it 
was Implemented in four high schools in Colo- 
rado. Except for one of the program schools, stu- 
dents in the study’s sample were mostly in the ninth 
grade. The study did not specify what type of sex 
education services, if any, students in the control 
group received. In the 12-momh follow-up, the 
researchers did not find any differences in the sex- 
ual initiation transition rates between students in 
the program group and those in the control group. 


California’s Postponing Sexual Involvement 

(PSI). In the early 1990s, California incorporated 
the PSI curriculum into its statewide Education 
Now and Babies Later (ENABL) initiative to reduce 
teenage pregnancy. However, proponents of absti- 
nence education have challenged whether or not 
the initiative is a genuine abstinence program given 
Planned Parenthood’s role in its implementation.^^ 

The PSi curriculum included five sessions of 45 
to 60 minutes, delivered either in school or in com- 
munity settings by adult or youth instructors. 
Youths who received PSI were also required to 
receive reproductive health education before begin- 
ning the PSI curriculum. Students in the control 
groups received the standard sexuality curriculum 
offered by their schools. 

An ex^rimental study evaluated California’s PSi 
program.^^ Based on data collected on some 7,300 
students, the study found no significant differences 
between PSI youths and non-participants in their 
sexual behavior, pregnancy rates, and STD rates 17 
months after the program.^® However, the study did 
find short-term positive effects on youths’ beliefs and 
intentions about sexual activity and self-efficacy. 

Will PowerAVon’t Power. In the mid-1980s, 
Girls Incorporated (formerly Girls Clubs of Amer- 
ica) developed a series of programs designed to pre- 
vent teen pregnancy. Will PowerAVon’t Power 
targeted younger adolescent girts, ages 12 to 14. 
The program taught young girls skills to Help them 
resist peer pressure and risky behavior. The full cur- 
riculum was delivered in six two-hour lessons. 


54. Trenholm et al, Impacts of Four Title V. Section 510 Abstinence Education Programs: Final Report, p. xxii. 

55. Lisa A. Rue and Stan E, Weed, “Primary Preventionof Adolescent Sexual Risk Taking: A School-Based Model,” presented at 
the 2005 Abstinence Evaluation Conference. Baltimore, Maryland. The study did not adjust for the differences between 
participants and non-participants. 

56. Helen H. Cagampang, Richard P. Barth, Meg Korpi, and Douglas Kirby, “Education Now and Babies Later (ENABL): Life 
History of a Campaign to Postpone Sexual Involvement,” Family Planning Perspectives, Vol. 29, No. 3 (May-June 1997), p, 
111, and Brad Hayward, “Some Foes of Abortion Call Budget Plan a Gain — Wilson Denies Tilt on Family Planning,” 
Sacramento Bee, January 21, 1996. 

57. Douglas Kirby, Meg Korpi, Richard P Barth, and Helen H. Cagampang, “The Impact of the Postponing Sexual Involvement 
Curriculum Among Youths in California,” Family Planning Perspectives, Vol. 29, No, 3 (May-June 1997), pp. 100-108. 

58. Given the number of non-significant finding in the study, it was surprising that the one significant finding was on the 
reported pregnancy rate among the sample of PSI programs delivered by youth instructors. In that sample, PSI participants 
were more likely to report ever being pregnant or causing a pregnancy. Further analysis revealed that six seventh grade 
boys in one school that received the program reported having caused a pregnancy, and their reports appeared to have 
driven this result. 
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A study evaluating the effectiveness of Will 
PowerAWon't Power in delaying the onset of sexual 
activity compared some 250 participants to 155 
non-participants.^® Participants volunteered to join 
the program; youths who declined enrollment 
became the control group. 

Students were surveyed a year after the program. 
At that point, the study found that 12.8 percent of 
participants versus 13.5 percent of non-participants 
had initiated sexual activity since the program. 
However, the difference was not statistically signifi- 
cant. Further analysis suggested that the level of 
program participation might have played a role. 

Virginity Pledges and STDs. Drs. Hannah 
Bruckner and Peter Bearman, who found, using the 
Add Health data, that “[aldolescents who pledge 
are much less likely to have intercourse than ado- 
lescents who do not pledge,”®® also analyzed the 
pledge effect on STD infection among young 
adults. They reported “no significant differences 
in STD infection rates between pledgers and non- 
pledgers, despite the fact that they [pledgers] 
transition to first sex later, have less cumulative 
exposure, fewer partners, and lower levels of non- 
monogamous partners."®' 


Conclusion 

Today’s young people face strong peer pressure 
to engage in risky behavior and must navigate 
media and popular culture that endorse and even 
glamorize permissiveness and casual sex. Alarm- 
ingly, the government implicitly supports these 
messages by spending over $ 1 billion each year pro- 
moting contraception and safe-sex education — 12 
times what it spends on abstinence education.®^ 

Although 80 percent of parents want schools to 
teach youths to abstain from sexual activity until 
they are in a committed adult romantic relationship 
nearing marriage — the core message of abstinence 
education— these parental values are rarely com- 
municated in the classroom.®® 

In the classroom, the prevailing mentality often 
condones teen sexual activity as long as youths use 
contraceptives. Abstinence is usually mentioned 
only in passing, if at all.®"' Sadly, many teens who 
need to learn about the benefits of abstaining from 
sexual activity during the teenage years never hear 
them, and many students who choose to abstain fail 
to receive adequate support for their decisions, 

Teen sexual activity is costly, not just for teens, 
but also for society. Teens who engage in sexual 
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activity risk a host of negative outcomes including 
STD infection, emotional and psychological harm, 
lower educational attainment, and out-of-wedlock 
childbearing. 

Genuine abstinence education is therefore cru- 
cial to the physical and psycho-emotional well- 
being of the nation’s youth. In addition to teaching 
the benefits of abstaining from sexual activity until 
marriage, abstinence programs focus on developing 
character traits that prepare youths for future-ori- 
ented goals. 


When considering federal funding for abstinence 
education programs and reauthorization of Title V 
abstinence education programs, including maln- 
tainine the current definition of “abstinence educa- 
tion,”^ lawmakers should consider all of the 
available empirical evidence. 

— Christine C. Kim is a Policy Analyst and Robert 
Rector is a Senior Research Fellow in the Domestic Pol- 
icy Studies Department at The Heritage Foundation. 


65 . 42 U.S. Code 1710(b)(2). 
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Mr. Sali. Thank you. 

Dr. Benjamin, a moment ago I was hearing some discussion 
about the delay of sexual activity, and I think I heard a number 
of 4 to 6 months delay. I think in your testimony you refer to a 
delay from abstinence pledges by up to 18 months, delaying the 
sexual activity. Am I correct. No. 1, in your statement? And can 
you tell me why we are getting that disparity in the figures that 
we are hearing here? 

Dr. Benjamin. The answer is yes, that is what we said. 

Dr. Santelli. I mean, one has to look at programs that are at- 
tempting and a curriculum that are attempting to change some- 
thing and a study that is following kids who then self report. OK? 
So the 18-month delay which was found by Peter Bearman and his 
colleagues was a study where kids said they signed up for a vir- 
ginity pledge. If you intend to be abstinent, you are more likely. 

I would also point out that in Dr. Bearman’s own work, that the 
long-term followup of that was that STD rates were the same 
among the pledging group and among the non-pledging group, and, 
in fact, there was — what shall we say, a displacement phenome- 
non? So anal sex was increased in the pledging group. So yes, there 
is one study that shows this long delay, but in terms of the out- 
comes that Stan was mentioning, we are not seeing them. 

Mr. Sale That would lead me to believe that the information 
about abstinence was incomplete. Is that what you are saying? In 
other words, nobody told the kids that if they deviate from regular 
intercourse, heterosexual intercourse, that wouldn’t be abstinent? 
Is that the message you are telling? 

Dr. Benjamin. That is correct. I think the point is that if you 
don’t give kids all of the information, then they misinterpret vagi- 
nal intercourse and they totally associate that with abstinence, and 
yet then they have these other risky behaviors, which they do con- 
tinue because they don’t think that is sex. 

Mr. Sale Thank you. 

Dr. Weed, you had a couple slides you didn’t get to. Is there any 
way we could see those at this time? 

Mr. Weed. I could tell you something. Put No. 15 up there. There 
are effective programs, there are less-effective programs when it 
comes to abstinence education. Just to clarify, however, on the 
Bearman study, we wouldn’t call that an abstinence education pro- 
gram. It was kind of a rally and a pledge deal, but it didn’t fulfill 
the kinds of requirements we think that effective programs need. 

I have listed them up here. First of all, an effective program has 
adequate dosage. Successful programs attend to the critical factor 
of adequate dosage and deliver that dosage on an effective sched- 
ule. 

The pledge programs don’t meet that criteria. There are impor- 
tant mediating factors, and this goes beyond the simplistic notion 
of providing information, but effectively addressing the key predic- 
tors of adolescent sexual risk behavior that are amenable to inter- 
vention, and we have identified at least a half dozen of these im- 
portant mediating variables, and if a program doesn’t address 
those it will not, in all likelihood, produce an effect on sexual activ- 
ity. 
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We have also determined that the messenger in a program is at 
least as important as the message. I am thinking of Max’s example. 
I think he didn’t have a very good messenger in that gym teacher. 
Effective teachers make more of a difference in program outcomes 
than do printed materials. These teachers engage students in the 
learning process, gain their respect, model their message, and be- 
lieve in their ability to impact students. 

Finally, effective programs conduct quality program evaluation 
and take seriously the lessons learned, especially those that iden- 
tify program shortcomings. 

So it is a process of growth and development and maturation, 
and effective programs that follow even those basic steps are with- 
in a 12-montli period, after a 12-month period are reducing transi- 
tion rates by 50 percent. 

Mr. Sali. Dr. Weed, if I understand you correctly, your message 
here is that an effective abstinence program will make a difference, 
but the program in most of what has been passing for abstinence, 
that message is either not the message, it is not delivered in the 
correct manner, or the people who are delivering it are not doing 
a good job at it. Is that accurate? 

Mr. Weed. That is correct. 

Mr. Sale Thank you. 

Mr. Weed. And there are good ones, there are weak ones. They 
vary. 

Dr. Blythe. Can I just hasten to make a comment? 

Mr. Sale Quickly. 

Dr. Blythe. That particular study is good, but we also have to 
realize that was in 7th graders, and so when the rate of sexual ex- 
perience is very low we need to look at programs that carry forth 
the message of abstinence in a realistic way into the high school 
years in terms of as kids get older. I just hesitate to say that this 
gives a good example of all the information that kids need, obvi- 
ously. 

Mr. Sarbanes. Thank you. 

Mr. Modes. 

Mr. Siegel. May I also respond to the personal statement about 
my personal experience? 

Mr. Sarbanes. Let me just get to Mr. Modes, because I know he 
has to get to another hearing. 

Mr. Modes. 

Mr. Modes. Thank you very much, Mr. Chairman. 

I want to thank the panel for your testimony. We are dealing 
with what strikes me as a public health crisis, and we are doing 
so in a society which has an extraordinarily uneasy relationship 
with the issues of sexual activity, given what we see in the media, 
given the messages our kids get, given my experience prior to com- 
ing to Congress as a family lawyer where I saw divorce rates above 
50 percent, so marriage isn’t always working the way it should. 

But our Nation is facing a crisis in adolescent reproductive 
health — 750,000 pregnancies among teens aged 15 to 19 annually, 
nearly one in three teen girls becomes pregnant before reaching the 
age of 20. Last year, as we have heard, the teen birth rate rose for 
the first time in 15 years, and the CDC is telling us that one in 
four teen girls has a sexually transmitted disease. 
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In terms of an effective response to this public health crisis, does 
the impartial, peer-reviewed, scientific evidence support absti- 
nence-only programs as an effective response to this crisis? Dr. 
Santelli. 

Dr. Santelli. No. You would have to say no. I mean, I think 
science operates by a number of mechanisms, one of which is peer 
review, another of which is weight of the evidence, so one realizes 
that it is difficult to establish cause and effect, that the program 
actually worked. These are not easy things, and so scientists work 
together through their professional associations, through journals, 
medical and scientific journals, to establish what we understand is 
the weight of the evidence. And then people like the Cochrane 
Group in Great Britain, people like Doug Kirby then try to review 
the evidence. 

The answer, from both Cochrane and Dr. Kirby, is no, these pro- 
grams are not working. I know we have heard some evidence pre- 
sented today. I would take exception to some of the specifics that 
I heard today. At least one of the studies was passing out condoms 
that is represented as an abstinence-only study. I think that the 
work of Mr. Rector and Stan’s review here needs to be subjected 
to peer review, and I don’t think it is going to hold up. 

Mr. Modes. Dr. Benjamin. 

Dr. Benjamin. I think the answer is not as currently constructed 
for the abstinence-only programs. May I go further by saying that 
I do think that we have a crisis. I agree wholeheartedly with you. 
And I believe that means that we need to structure, fund, and fully 
support a more comprehensive approach. I do believe those pro- 
grams should be evaluated, and then we should continue to fund 
those things that work, and they need to have a very strong absti- 
nence component to them. 

Mr. Modes. Dr. Blythe. 

Dr. Blythe. I think the short answer is no, obviously both from 
the reviews that are being mentioned, but also from a clinical per- 
spective, as well as a policy perspective. 

Mr. Modes. Dr. Weed. 

Mr. Weed. Thank you. It is true that there is a small amount 
of evidence even available on abstinence education. There is not a 
lot of people that do that kind of work. Our company probably does 
more than anybody in the Nation. But if you look on balance, you 
look at where we are with contraceptive programs, contraceptive 
education, and after 115 peer-reviewed studies they haven’t been 
able to demonstrate an impact on STD rates, then we are not very 
good in that camp, either. So let’s look at both, figure out what is 
going to work, and be fair about how we compare them. 

Dr. Fineberg mentioned that there were nine studies that 
showed some positive outcomes. Well, that is great, but if they 
don’t produce consistent condom use they are not going to be pro- 
tected, and we can’t find any studies in a school or community set- 
ting, never mind the clinic, but in a school or community setting 
where consistent condom use has been increased by contraceptive 
and comprehensive sex education. 

Mr. Modes. Dr. Weed, could I just drill down for a moment? 

Mr. Weed. You bet. 
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Mr. Hodes. One thing I would like to ask you. You understand 
the importance and value and general accepted standard of impar- 
tial peer review of studies, do you not? 

Mr. Weed. Sure. 

Mr. Hodes. Has an impartial peer review journal ever endorsed 
or reported your findings? 

Mr. Weed. Yes. The three that I put up, two of them have heen 
peer reviewed and the third one is in the pipeline. 

Mr. Hodes. Could I ask one last question, just finish this with 
Dr. Fineberg? 

Briefly, Dr. Fineberg, my question: does the impartial peer-re- 
viewed scientific evidence support abstinence-only as an effective 
response to our public health crisis? 

Dr. Fineberg. It does not. 

Mr. Hodes. Thank you. 

Thank you, Mr. Chairman. 

Mr. Sarbanes. Mr. Jordan. 

Mr. Jordan. Thank you, Mr. Chairman. I would ask unanimous 
consent that my statement and some accompanying abstinence 
education material be included in the record. 

Mr. Sarbanes. Without objection. 

[The prepared statement of Hon. Jim Jordan and referenced in- 
formation follow:] 
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Statement by Rep. Jim Jordan (OH-04) 

Oversight and Government Reform Committee Hearing on Abstinence Programs 
April 23, 2008 

Mr. Chairman, I was disappointed by the misleading assertions made in the 2004 
report on abstinence education issued under your supervision and researched at the behest 
of several anti-abstinence groups. Having read the factually inaccurate majority 
memorandum for this hearing, I am again disappointed. It is obvious that what we will get 
today is an ideologically-motivated attack rather than a fair examination of the facts or an 
even-minded consideration of the pros and cons of various government-funded sex- 
education programs. 

First, I object to the highly misleading assertion, made in the majority 
memorandum, that “the federal government has no designated funding specifically for 
comprehensive sex education programs,” but that “there are three abstinence-only 
initiatives that together have received over $1.3 billion in federal funding over the past 
decade.” This statement implies a major funding disparity between the two types of 
programs, despite the fact that the Department of Health and Human Services (HHS), 
which is finalizing exact calculations of federally funded comprehensive sex education 
programs, has assured us that comprehensive sex education programs receive higher 
funding than abstinence education programs. A review of funding streams for both 
approaches shows that comprehensive sex education received twice as much fimding. 
What is the majority trying to suggest here? As of 2002, the most recent available data, 
22% of schools provided abstinence education, while 68% provided birth control 
instruction. There is no inequity favoring abstinence education — quite the opposite is the 
case. 


Second, the majority memo points out that some states no longer apply for the 
Abstinence Education (Title V) block grant, as if to suggest a lack of interest in abstinence 
programs. While it is true that some states do not apply, what they don’t mention is that 
this is largely driven by state governors influenced by the anti-abstinence campaign and 
Congress’s failure to do a long term reauthorization and thereby assure steady funding for 
the program. According to the Administration for Children and Families (ACF) at HHS, 
there is still robust demand for program funding among the states. 

Third, parents overwhelmingly desire for their children to be abstinent until 
marriage. A 2007 Zogby survey on sex education found that 8 out of 10 parents think it is 
important for their child to be abstinent until marriage, that parents prefer abstinence 
education over comprehensive sex education by a 2 to 1 margin and that at least 8 in 10 
parents support the core teaching components of abstinence education, which are: 
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• Developing healthy relationships to improve their chances for a 
healthy future marriage 

• The benefits of renewed abstinence for young people who have not 
been abstinent in the past 

• Increasing self-worth and self-control 

• How an unplanned pregnancy or STD can negatively affect a 
teenager’s future 

While the majority party asserts that “the majority of parents support comprehensive sex 
education,” they omit this other data that provides a more balanced picture. 

Fourth, while the majority attempts to make the point that abstinence programs are 
largely ineffective, I have yet to see a study that proves comprehensive sex education 
reduces either STD rates or raises the rates of consistent condom use among teenagers — 
one of the very things they are aimed at improving. A review by Dr. Doug Kirby, from the 
National Campaign to Prevent Teen and Unplanned Pregnancy, of 1 1 5 of the best sex 
education research studies over the past 1 5 years found that only 22 measured reduction of 
STDs as a program outcome. Of those that did, only two found a reduction in STDs and 
these particular studies were of patients in a clinical setting rather than of teenagers in a 
curriculum-based sex education program. So, we have yet to see any solid evidence of the 
results comprehensive sex education provides with regard to STDs, and the story on 
condom use is much the same. In attacking abstinence education, the majority assumes that 
their alternative yields better results. I contend that we should subject both comprehensive 
sex education and abstinence education to the same evaluation criteria and get a more 
balanced view. 

I would add that, in May of this year, ACF did a review of the nine most widely 
used comprehensive sex education curricula in the country and found they presented some 
disturbing and inaccurate information. Not only did the contents contain seven times more 
references to condoms and contraception than references to abstinence (in addition to some 
highly graphic information — remember this is being presented to our kids), they also 
promoted the use of nonoxynol-9, a spermicide that has been shown not to reduce, and 
perhaps even to increase, the transmission of HIV and other STDs. Other inaccuracies 
from the study included a statement that the first-year condom failure rate is 12%, when it 
is actually 1 5%, and a statement that condoms prevent pregnancy 97% of the time when 
the failure rate is approximately 15-20%. Every curriculum ACF reviewed had an 
inaccuracy of some sort. 

Lastly, while much more time is needed to fairly assess the effectiveness of the 
relatively new abstinence education concept (ideally a full generation or more), these 
programs are already showing some promise. Some well-crafted programs, such as 
Heritage Keepers and Reasons of the Heart, have been shown to reduce rates of teen sexual 
activity by as much as half for significant amounts of time. Seven peer reviewed studies 
show that abstinence education decreases sexual initiation, increases abstinence among 
teens who have not been abstinent in the past, and decreases the number of partners among 
sexually active teens. Much has been made of a few studies seeming to show no results, 
like the Mathematica study commissioned by HHS, but such studies have not been 
comprehensive enough (the Mathematica study reviewed only 4 out of over 700 Title V 
programs). More time and thorough study is needed. If given a fair evaluation, abstinence 
education will likely prove as effective as common sense suggests it would be. 
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(^or rcc f i M is i n for m at io n 


NATIONAL ABSTINENCE EDUCATION ASSOCIATION 


Correcting Misinformation in the Sex Ed Debate 


Critics attack Abstinence Education through the use of 
deliberate misinformation. These attacks m^ be posed to 
you in the fmin of questions. This document provides factual 
responses to the most frequentiy asked questtons regarding 
abstinence education. We hope tills information Is helpful as 
you advocate for tiie sexual heattili of youth across America. 

Question: Why should abstinent education funding 
continue th«'e is no evidence that it works? 

Response: Despice what you may read in the newspapers, 
there is a growing body of research that confirms that 
abstinence education decreases sexual initiation, increases 
abstinent behavior among sexually experienced teens, and/or 
decreases the number of partners among sexually experienced 
teens.’ And if individuals do initiate sex after being in an 
abstinence program, they are no less likely to use txindoms 
than anjwne cisc.^ Researchcn; acknowledge that it takes 
about a decade before a new program or scrac^ be^ns 
having positive published research, and despite the &ct that 
abstinence education has received widespread federal funding 
for less than 10 years, there is already research to show what 
most people intuitively know - abstinence works! 

Question: isn’t “abstinence only” realty a “just say no” 
message? 

Response: No - on both counts. Abstinence education, 
as funded by Congress, has nothing to do with '‘only’* and 
the message is decidedly more inclusive than “just say no”. 

The term, “abstinence only" is strategically attached to this 
funding by opponents to create the fidse perception that 
abstinence education is a narrow and unrealistic approach, 
i^tlnence education is overwhelmingly more comprehetuive 
and holistic chan other approaches and focuses on the reai*life 
struggles chat teens face as they navigate through the difficult 
adolescent years. 

Abstinence education realizes that “having sex” can potentially 
affect a lot more chan the sex organs of teens, but as research 
shows, can also have emotional, psychological, social, 
economic and educational consequences. That's why topics 
frequently discussed in an abstinence education dass indude 
how to identify a healthy rdationship, how to avoid or get out 
of a dangerous, unhealthy, or abusive relationship, developing 
skills to make good decisiom, sening goals for the future 
and caking realistic steps to reach them, understanding and 
avoiding STDs, information about contraceptives and their 
effectiveness a^inst pregnancy and STDs, practical ways 
to avoid inappropriate sexual advances and why abstinence 
until marriage is optimal. So, mthin an abstinence education 
pre^ram, teens receive all the information they need in order 


to make healthy choices. That’s a lot of information and skills 
packed into an abstinence curriculum! And all of these topics 
are taught within the context of why abstinence is the best 
choice. Thercs nothing “only” about the abstinence approach! 

Question; Hien how does abstin^ce education differ from 
so^lled 'comprehensive sex education' {CSE}? 

Response: There arc vast differences between abstinence 
education and CSE. The major distinction is how each 
approach regards reens. Abstinence education believes 
teens can and increasingly do, avoid sex,^ so the discussion 
empowers them to malre the healthiest sexual decision - 
which is to abstain. By contrast, CSE assumes that teens don’t 
have the ^iiity to avoid sexual experimentation, so most of 
their time is spent talking about sex and the use of condoms 
and other forms of contraception.^ 

Abstinence curricula discuss many topics that confront teens, 
always within the context of why abstaining is the best choice, 
but the same Is not true with CSE tects. While the most 
ifequentiy used and recommended CSE curricula may include 
the word or concept of ‘abstinence’ in their texts, the concept 
rarely goes beyond a passing mention. In fact, a review of 
CSE curricula show that, on aven^, about 5% of their time 
is devoted to the abstinence message,* and rather than clear 
guidance, the definition of abstinence is usually subjectively 
defined by the student. One popular “abstinence plus" text 
promoted by comprehensive sex ed providers, asks students 
to brainstorm “whac sexual behaviors a person could engage 
in and still be ‘abstinent’”^ and such suggested activities as 
“cuddling with no dothes on”, “masturbating with a panner", 
“rubbing bodies together” and “couching a partner’s genitals” 
are given as possible abstinent behaviors.^ Students are sent 
nondirective and confusing definitions for abstinence that are 
filled with risk and predictably, the discussion quickly moves 
to “the endless possibilities ofoutereourse"* and “making 
the transition from sexual abstinence.”* Alarmingly, CSE 
curricub present abstinence and condom use as equally “safe” 
t^cions, promoting dangerous and medically inaccurare 
information to teens. (Read Straight From the Source for a 
more exhaustive discussion of the concent of popular CSE 
texts.) 

So the focus of Abstinence Education is one chat empowers 
teens to avoid risk by making good health decisions, re^udless 
of their sexual history, in contrast to so-called Comprehensive 
Sex Educauon that secs the bar much lovrer, assuming ccrens 
will engage in high risk sexual behavior and content to merely 
reduce the risk of chat behavior. 
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Question; is it fair tiiat abstinence education receives federal 
funding, but comprehensive sex education receives no 
federal funding? 

Response; The fact is comprehensive sex education (CSE) 
receives at least twice as much federal funding as abstinence 
education."’ In addition, CSE has received funding since the 
1970’s, while significant funding for abstinence education did 
not begin until 1998. So cumulative comparisons between die 
two approaches are overwhelmingly in favor of CSE funds.” 

Despite this funding disparity, abstinence education fits 
soundly within the public health model for prevention and 
risk avoidance. And with a growing body of research showing 
its effectiveness, continued funding, with annual increases, is 
not only warranted but also highly advisable to impact teen 
health in America. 

Question: How much does abstinence education cost 
taxpayers? 

Answer: Current federal fonding for Abstinence Education 
is about $170 million dollars, but the result is actually a 
cost savings to taxpayers! In terms of savings associated with 
reductions in teen births, abstinence education saves taxpayers 
$6 for every $ I spent. Abstinence education provides 
a beneficial return for the taxpayer and a brighter future 
for teens. {For more information, see Federal Funding for 
iMjstinence Education: A win/win for taxpayers and teens.) 

Question: Is tiie media report that most schools teach 
abstinence education true? 

Response: While there are increasing numben of schoob 
that teach abstinence education, the majority of schools 
still Focus on reducing the risk of sex through birth control 
instruction,’^ rather chan the risk avoidance skiU-butlding 
message of ^stinence. In 1995, only 8% of schools 
taught abstinence education but 84% uught birth control 
instruction.'^ In 2(K)2, 22% taught abstinence education, and 
68% taught birth control instruction. Informacion only up 
to the year 2002 is a^^iable, but this data indicates that fewer 
than 1 in 4 students across America are receiving abstinence 
education. At least p:udy due to the unequal federal funding 
beevreen both initiatives, more than 2/3 of all teens receive so- 
called comprehensive sex education, a message that assumes 
that teens will have sex. This is why the recent accusation 
that rises in teen birth and STD rates are due to abstinence 
education is absurdly false. 


Question: Does the abstinence message have any relevance 
for teens that are sexually active? 

Response: i^soluteiyi Sexually experienced teens receive 
the ddlis and positive empowerment to make healthier 
dtCMces in the future as a result of abstinence education.A 
reixnt published study shows that sexually experienced teens 
enrolled in an abstinence program were much more likely to 
choose to abstain than their sexually experienced peers who 
did not receive abstinence education.'^ Among teens that 
have had sex, 55 percent of boys and 72 percent of girls wish 
they had waited.'* Tlic abstinence message provides rhe only 
practical approach away from high-risk behavior and toward a 
decision that removes ail future risk for that teen. 

Question: Why does abstinence education oppose medical 
accuracy? 

Response: NAEA strongly believes that all youth serving 
o^anizations should provide accurate information to 
teens, r^rdless of the funding stream. That means 
that or^nizations receiving federal funds for pregnancy 
prevention, HIV/AIDS prevention, and all other programs, 
induding disiinence education, should be held to the same 
standards of accountability. Abstinence organizations share 
this commitment to accuracy. 

While ideologically motivated individuals and organizations 
have tried to assert that inaccurate statements characterize 
abstinence education, this is simply not true. For example, 
the 2004 rqwrt. The Content of Federally Funded Alntcnence- 
Onfy Education Programs, commissioned by Rep. Henry 
Waxman and compiled, primarily by special interest groups 
who are historical opponents to abstinence, relied upon 
misrepresentation, distortion, and error rather than an honest 
appraisal of abstinence education curricula. (Read 
and its Critia by Rep. Mark Souder for more information). 

Most reports on “medical accuracy” fall to note that CSE 
curricula regularly overstate the effectiveness of condoms, 
underestimate the risk of certain sexual activities, and infer 
that sex can be made safe and without consequences as long 
as a condom is used.'^ One widely used text even warns 
faciliutors not to mention any limitations on condom 
effectiveness to students.** 

Abstinence education continues its commitment to provide 
accurate information to teens so that th^ are folly equipped 
to make the best decisions for their sexual health. 





Question: should the government fund religiously based 

abstinence education? Isn’t that a separation of church and 
state conflict? 

Response: The curricular content of abstinence education 
programs funded by the federal government is consistent 
with the public health prevention model for risk avoidance. 

In terms of general public health policy, the best health 
outcomes are made possible by the best positive hedth 
behavior messaging. Abstinence education follows this model, 
while all other approaches offer a message that still leave 
youth at risk for some of the consequents of sexual activity. 
Abstinence education provides all the information necessary 
for teens to make the best choice for their sexual health. The 
hict that the world’s ma|or leligions support abstinence until 
marriage does not disqualify dutinence as an important 
public heddi message. What needs to be recognized is that 
while the abstinence until marriage message often conveiges 
with religious belief, it does not promote religious belief, but 
stands done as a crucid, primary hedth message. 

Question: With most people having sex before marriage, isn't 
tire “abstinence until marriage” message unrealistic? 
ReS|M3nse: The fact that many individuals have sex before 
marriage and 1 in 3 births are outside of marriage does 
not diminish the benefits of waiting to have children until 
marriage, nor does it man we should abandon the god 
of changing the culturd norm for this behavior. In fact, 
historically, if a cultural behavior or norm is in conflict with 
the desired outcome, efforts arc redoubled, nor discarded. For 
example, a generation ago, smoking was a desired, normative 
behavior, but today smoking is dmost universdiy viewed as 
undesirable and unhedchy • proof that culturd and socid 
norms can and do change. Similarly, dthough growing 
numbers of Americans are overweight, efforts to encourage 


ewrdse and hedthy eating habits have increasingly become 
public hedth priority messages. We do not capitulate our 
highest public hedth standards based on the unhedthy 
diotces of a majority, but on standanis that promote optimd 
hedth ouca>m« in the population. 

Ov«wdteImlng socid science data reveals that children who 
are bom within a committed married mlaiionship fare better 
economically, soddly, physicdly and psycholc^cally.” In 
toms of child outcomes, the fiicts are clear - waiting until 
after marriage to have children is inchsputably in the child’s 
best interest. 

Further, most teens are not sexually active and more and more 
teens are choosing to be abstinent, proving that the mess^e 
of abstinence increastn^y resonates with youth.^ Amplified 
efforts to link the personal benefits of abstinence with the 
positive effects for children born from a marital union arc 
warranted and necessary if positive changes in culturd norms 
are to be redized. 

Question: I’ve heard that most p^nte want their ditldren 
to receive "comprehensive sex education” rather than 
"abstinence education”. Isn’t abstinence education out of 
touch with what parents want their children to be taught? 
Response; When parents understand the differences between 
CSE and abstinence curricula, they prefer abstinence 
education over so-called comprehensive sex education by a 2: 1 
margin.^' Only surveys that provide incomplete or erroneous 
information show a result different from these findings. 

Parents across dl ideolc^cd, poiided, and demographic 
boundaries want what is best for their children and in terms 
of sexud hedth; the favored approach is abstinence education, 
as currently funded by Congress. 


' Ssntrili, d. Can Qianga in Sexuai Behaviors Among High School Studens Explaia th« Deciinc in T««n hcgnancy Ram in the ]^WiiJ»unuUtfAdilat(mtHealii. 
2004. 

Weed. Etlksen. Kich, et a!. An ^tinence Praams Impact on Cognitive Mediaiors and Sonial Initiation. Amencan fnrtui Htaitb Behavur. Jan 2008. 

Oon^. Adams. Utter, Riley. ‘Impact Evaluation of dte 'Not Me. Not Now' AhstinenceOnented. Adolescent Pregnancy Ihevencion Communications Program. ‘Monrae 
County, W.JeumalafHtaldfCammuiiaatigns. Jan-Mar. 2001. 

Borawshi.TrapI, lov^ecn. etal, Effeiiivcness of abstinence-only imervemion in middle tchool teens. Anuntan Jautnal Hnbk BAatiar. 2005 
Olsen JA, Weed SE, et d. Hie effect of abstinence educ«ion ptogiams on virgin versus non-virgin students. Jaumai^ReearrhandDmiofmentmEJmeatim. 1992 
Marion Howard and Judith Blarney McCabe, ‘Helping Teenagers Postpo n e Sexual Involvement.* /vrwi^ January/February 1990. pp. 21-26 
Weed, Eriksen, Knh. An evaluation of the Herits^e Keepeis Abstinence Education EVopam. In Grdden A (Ed.) 

Evaluating Abstinence Education Ptr^^uns: Improving imptemeruatirm and Assessing Impact. Washii^oo DC: Office of 

opulacion Affairs and the Administration hit Chydienand Families, Dept of Health and Human Services. 2005 Lemer, Robert, 'Can rVbsdncnce Work?' .5n Analysis of 
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^ Tienhdtn. Chru«^>h«, et al. Impacts of Four 'Tide V, Section 510 Abstinence Education Programs.’ Princeton, NJ: Mathemarica E^iicy Research. Inc.. Afuil 2007 
’ YRBSS. Trends in du Pievdence of Seiual Bdiavior. CDC 2005. 

* Review of Comprehensive Sc* Education Curricula The Adtti»nut«i™i fw ChOdterr and Families (.ACF) Dqianment of Health and Human Services (HHS) .May 2007; 
Martin, S: Pardue M. ComptidicTuive Sex Education vs. AuthenricAbsaaence; A Study of Comperit^Ouricuia. Heritage Foundation, At^ssi 10. 2004 
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A w i n / w i n tor taxpayers antj teens 


NATIONAL ABSTINENCE EDUCATION ASSOCIATION 


Federal funding for Abstinence Education: A win/win for taxpayers and teens 


S pendii^ moruy on ;d»dnaiice education is a cost savii^ for 
taxpayers. IWiding youth with the skills xo vait to haw sex 
is easier and less ejqpensiw than treating youth for the possible 
consequences of teen sex. Teens who avoid di«e consequences 
are more likdy xo be successful in readiing thdr goals. As research 
now indicates that abstinence education programs reduce teen 
sexual activity by approximately 50%, it is increastn^y dear that 
dtsdnence education prowdes a good mum for die taxpayer and 
a br^m foiurc for teens. 

Note: Tliis study is not an exhaustive computation of all of 
the cost savings and benefits associated with a teen choosing 
abstinence. This fact sheet only details the cost livings 
associated with the d^rease in teen births. 

Abstinence Eduesdion saves taxpayers $€ for every $1 spent 
for pregnancy prevention. 

Both the increase in teens choosing abstinence and the dedine 
in teen pregnancy haw coincided with the increase in federal 
funding for Abstinence Education, suggesting that Abstinence 
Educadon hiu played a major role in these tax savings. 

Current funding for abstinence education is approximately 

Signi^nt Savings of Abstinmea Education 


Indicator 

Amount 

Amul ftwibv of ttudMis tarvad alti TWt V 
SCa«Waalabsttn«iKaadueaB9n(widlafl» 

1900.000 

SOM iinlimlflary t«M bMii nta to toam tfti 1 VIS' 

41Jf1000 

or 19 iMUoA tom, RMtoar Mw ceuU ta noMtod 
to ^ Mrto If Otfly rmi««d m iMImne* •duetden, 
MtogaOMntM* 

1M.790 

Ttmy*r coal par Hrth* 

911M2 

Taipayar coat tor 104,790 Mrth^ 

S129S.<19.900 

Daeraaaa In taxoal aetMly (and Hhm torn Mrtta) 
attrtlNitod to toana ctwoalne aMnanet'** 

90%daNaaM 

Sering* to taxpayar dua to abatinenca adueatton'* 

91.129,309.790 

SaviRSa per 91 

99.49 


$174 million per year*, which translates into a saving of owr 
$lbillion taxpayer dollars. 

Teens who dioose abstinence and avoid becoming pregnant 
are saving taxpayers over $1 billion in teen chiidbearing 
costs. 

• Teen childbearing costs U.S, taxpa)^ni $9. 1 billion per year.'^ 

• The percentage of students who are virgins has increased 
from 46% in 1990 to 53% in 2005.’* 

Abstinence education has been shown to decrease teen 
sexual activity by approximately 50% and inc!t»sed abstinence 
is responsible for at least half of the decrease in teen 
pregnancy,'* saving taxpayers over $1 billion each year.'* 

Thera are additional he^ tenefits from Abstinence 
Education, which, if quantitied, would reveal even greater 
savings to taxpayers. 

•Teens account for one quarter of all new STDs each year.'® 
Abstinent teens, however, avoid sexually transmitted diseases 
and ail corresponding medical costs. 

• Studies reveal increased risks of depression and attempted 
suicide among sexually active teens. Abstinent teens, 
however, avoid negative emotional consequences resulting 
from sexual activity and all associated mental health costs. 

• Teen birth rates have dropped significantly since major 
funding for abstinence education became a federal priority in 
1998. As a result, billions more tax dollars have been saved.'* 

Abstinence Education hinding must continue to preserve ttie 
positive behavioral ^nds among teens and corresponding 
savings to taxpayers. 

• Only abstinence programs devote over 50% of course 
time promoting abstinence among teens. In contrast, 
comprehensive programs spend less than 5% of course 
time promoting abstinence.'* 
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• Numerous published studies show that Abstinence 
Education decreases sexual initiation, increase abstinent 
behavior among sexually experienced teens, uid/or 
decreases the number of partners among sexually 
experienced tecns.^“ 

Americans support continued binding for Abstinence 

Education. 

• In a recent survey, parents said they wanted more funding 
given to Abstinence Education than to Comprehensive Sex 
Education by a 3 to 1 maigin.^' 


Conclusion. 

'The« findings of significant savings to taxpayers come 
at a cridcai time. With levels of teen sexual activity still 
roo hig^ and state and national lawmakers stru^Ing to 
balance budgets, expenditures through abstinence education 
pro^ams have an important impact. Continued funding and 
expansion of the nationwide abstinence education effort is 
warranted. 


' FY 2008 budget as passed by Confess, December 19. 2007 
‘ Based OR students served through Tide V and C8A£ Abstinence Educarion Funding 

’ National Center for Health Statistics accessed 12/28/2007 at hRpir/www.cdc.gov/ndts/pRssiQom/OTnesvsceleases/teenbinh.htm. Released Dec $, 2007. 

* 2.5 million students x 40.5/l(X}0 teen birth rate > 101.250 binhs 
' S9.i billion total taxpayer cost / 422,043 total 2004 teen births < S21.S62 per birth (Ibid) 

° $21,562x101.250(2.5 million students uung the 40.5/1.000 rate) «S2.183.I52.500 

‘ Weed. Erikttn, Birch, ei al. .4n Abstinence program's Impact on (U^nitivc Mediators and Sexual Inittation. American journal Health Behavior (January 20(18). Ihe study 
concluded that du»e students receinng abstinence education werc^out one-half (45.7%) as likely to inidaie sexual activiiy as students who did not receive abstinence educadon. 

' Santelli, ei al. Can Changes in Sexual Bdiaviois Among Hi^ Schoed Students Exjdain die Decline in lixn Bregnancy Rates in the 1990s? Jeurrut! tfAdolesfent Heakh. 2004. 

’ Mohn. j. Tingle IJC Fit^r R, An An^ysis of the Causes of the Decline in Non-mariial Birth and Pregnancy Rates (or Teens (tom 1991 to 1995. Journal of Adolescent and ftunily 
Health, April, 2004, No.l, 39-47). 

104.750 teens X 50% to reflect deacajc in sexual aenvity « 52375 teens who ac likdy R» ^vc birth (using 2006 cates). 50% reduction in teen prt^nanev tianslaccs into a cost 
savings of $1,1 29.309,750 

" 1,091.576,250 divided by $ 174,000, OIX) > S6.49savir^ Jbrach SI spent in abainetice education. 

'^Nationd Campaign to Prevent Teen Pregnancy . ' rht Numbm: Tht Ctm of Teat Otildbtarini. SeehRp://www’.ceenpregnancy.otg/costs/pdf/Ksources/ke)'_daia.pdf 
’’CDC MMWR Kitk Behauier 5u^ley^ Jane 9. 2006. Accessed atwww.cdc.gov/mmwr/PDF/SS/SS5505.pdf 

'* Mohn, j.Tn^e LR, Finger R. An Analysis of the Causes of die Decline in Nan-matiol Birdl and Pregnancy Rates for Teens from 1991 to 1995. Journal of Adolescent and Family 
Health, April. 2004, No.1. 39-47). 

Computed as described In above chan 

Centers (or Disease Control, Tmcting the HuUtn Efidemia. 2000. 

” The Heritage Foundation, Rector, et. al.. “Saaulfy Active Trenagm art More Littfyta it D^rissoJ and Artfmpi Suicide. Washington, D.C. 2003. 

“ Nsrioiul Vital StatUtlci Repercs, Vel. 56. No. 7. Decem b ers. 2007: acccased at http://www.cdc.gov/nchs/prettfootn/07newtteleases/teeBlMrth.htm; Narional Vital Statistics 
Reporo. Vol. 49, No. 10. kptember 25, 2001; accessed at hnp://www.alc.gov/nchs/pressfoom/OI&ns/icenbinhs htm. The drop in birth rate from 51.1/1.000 in 1998, the first 
year ofTtic V abstinence education (unding to 41.9/1000 in 2006 is significant. 

Tile Heritage Foundation, Rcccur, ei. al,. 'CotnjMdieorivc Sex Education vs. Auiheniic Abstinence' Washington. D.C.. 2004. 

Santelii, «t al. Can Changes in Sexual Behaviors Among School Scudeno Ex^a the Decline in Teen Pregnancy Kam'mAel990't! Journal if AdolesetntHntM. 2004. 

Weed. Eriksen, Birch, et a!. An Abstinence Programs Impact on G^idve Mediates and Sexual Initiatiofl. American Journal Htakh Behavior, Jan 2008. 

Ooniget. Adams, Utter. Riley, ‘impaa Evaluation of the Not Me. Not Now' Absonenee-Oriented. Adolescent Pregnancy Prevention Communkadons Program. *Monioe County. 
NY, Journal of Health CemmiuitMr/eiu. Jan-Mar. 200 i . 

Bor.iwski, Trapl, Lovi^ieen, ei al. Efiectlvenesi of abstinence-only intervention in middle school teens. American Journal Htabh Behavior. 2005 
Olsen JA. Weed SE, « al. Tlie eflwt of absrinence education programs on vi^n versus non-virgin students. Journal ofBetearth and Develepmenr in Education. 1992 
Marlon Howard and Judith Bbmey McCabe. 'Helping Teenagen Postporse Sexual iRvotvement,' Famify Planning Pmpftttvtt, January/P^ruary 1990, pp. 21-26 
Weed, Eriksen, Birch. An evaiuuion of the Heritage Keepers Abstiiwnce Education Program. In Golden A (Ed.) 

Evaluating /Ustincncc Education Ihugrams: improving implementation and -W-vsing Impact. Washington IXl: ( Xikv of IHipul.itiun Affairs and the Administration fur Cliildrcn 
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Zogby International Poll 
Parental Support for Abstinence Education 
NAEA Executive Summary of Key Findings 
May 2, 2007 


Summary: 

This poll, commissioned by NAEA, was conducted through a telephone survey of 
parents of children age 10-16 by Zogby International. The purpose of the poll was to 
determine the level of support for abstinence education among parents. The target sample 
was 1,002 interviews with parents from across the United States, representing a variety of 
demographics. Samples were randomly drawn from telephone CDs of national listed 
sample. Zogby International surveys employ sampling strategies in which selection 
probabilities are proportional to population size within area codes and exchanges within 
those area codes. The margin of error is +/- 3.2 percentage points. Margins of error are 
higher in sub-groups. 

• The overwhelming majority of parents want their teens to be abstinent until they 
are married. 

o 9 out of 10 parents agree that being sexually abstinent is best for their child’s 
health and future, with 8 in 10 strongly agreeing. 

o 8 out of 10 parents think it’s important for their child to wait until they’re 
married to have sex, with 6 in 10 strongly agreeing. 

• Parents prefer abstinence education over comprehensive sex education by a 2 to 
1 margin. 

o Once they understand what abstinence education actually teaches, 6 out of 10 
parents would rather their child receive abstinence education vs. 
comprehensive sex education. Only 3 out of 1 0 prefer comprehensive. 

• At least 8 in 10 parents support the overall approach of abstinence education. 

o 8 out of 1 0 parents think sex education in public schools should place more 
emphasis on promoting abstinence vs. contraceptive use. 

o 9 out of 1 0 of parents think that given the high number of STDs among teens, 
it is important for schools to emphasize abstaining from sex. 

• At least 8 in 10 parents support the core teaching components of abstinence 
education: 

o Developing healthy relationships to improve their chances for a healthy future 
marriage. 

o The benefits of renewed abstinence to sexually experienced students. 

o Increasing self-worth and self-control as methods for reducing premarital 
sexual activity. 

o How an unplanned pregnancy and/or STD can negatively affect a teen’s future 
physically, financially, and emotionally. 


1 



Most parents reject comprehensive sex education, which focuses on promoting 
and demonstrating contraceptive use. 

o 2 out of 3 parents think that the importance of the “wait to have sex” message 
ends up being lost when programs demonstrate and encourage the use of 
contraception. 

o Over half of parents think that promoting and demonstrating condom usage 
encourages sexual activity. 

o 8 out of 1 0 parents think teens will not use a condom every single time. 

o 2 out of 3 parents believe that promoting alternatives to intercourse (such as 
showering together and mutual masturbation, which are presented in some 
comprehensive programs) encourages sexual activity. 

9 out of 10 parents want teens to be taught about contraception in a manner that 
is consistent with the approach of abstinence education. 

o 9 out of 1 0 parents think teens should be taught how often condoms fail to 
prevent pregnancy based upon typical use. 

o Over 9 out of 10 parents think that teens should be taught the limitations of 
condoms in preventing specific STDs. 

Parents want more funding given to abstinence education than to comprehensive 
sex education by a 3 to 1 margin. 

o 6 out of 10 parents think more government funding should be given to 

abstinence education vs. comprehensive sex education. Only 2 out of 10 want 
more funding for comprehensive sex education. 
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Response To CDC Report: 1 in 4 Teen Girls Has an STD' 


Overview 

A study released during the CDC’s 2008 National STD Prevention Conference in Chicago 
reveals that one in four (26%) of teen girls, between the ages of 1 4 and 1 9 have at least 
one STD. That means that 3.2 million girls have one or more of the most common STDs: 
HPV, Chlamydia, Genital Herpes, or Trichomoniasis. Overall, 40% of sexually active teen 
girls have at least one STD. Data was based on an analysis of the 2003-2004 National 
Health and Nutrition Examination Survey. 


Commentary 

Incredulously, many would try to “blame” abstinence education for these alarming 
statistics, but a careful look at the facts makes such an accusation baseless. The 
evidence clearly indicates that contraceptive-based sex education must acknowledge 
complicity for spiraling STD rates for the following reasons: 

• Most students receive contraceptive-based sex education; fewer than 1 in 4 teens 
receive authentic abstinence education"; 

o The contraceptive approach includes only brief discussions of abstinence and 
often leaves the definition of “abstinence” open-ended while encouraging risky 
activities that serve as a ‘gateway to intercourse.* 

• Most sexually active girls receive contraceptive or STD services” 

• Condom use is on the rise* 

• Most clinics do not refer clients for STD testing”". In contrast, abstinence education 
programs routinely encourage screening for sexually active teens. 

o This is Important because up to 80% of people with STDs do not realize they 
have them, so testing is critical as this is the only method for diagnosis and 
treatment.”'" 

Conclusion 

Abstinence removes all risk for acquiring an STD. Crowing research shows that 
abstinence education is effective. Research demonstrates that abstinence education 
delays sexual onset, decreases number of partners, and discontinues current sexual 
activity.'" Students who participate in an abstinence education program are no less likely 
to use a condom if they become sexually active." "'Now more than ever, funding and 
support for abstinence education should increase in order to stem the tide in STDs and 
other consequences associated with teen sexual activity. 
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Overview 

The April 23, 2008 hearing of the Oversight & Government Reform Committee entitled 
“Domestic Abstinence-Only Programs: Assessing the Evidence” was called, according to 
Mr. Waxman, so that Congress may “base our policy on the best available science and 
evidence, not ideology”. However, when the panel of experts selected by the majority 
was asked by Rep. Foxx if they would support funding for abstinence education if there 
was evidence of effectiveness, all but 1 of the 6 admitted they would not support 
continued funding for abstinence education, regardless of the evidence. This response 
revealed that the intent of this hearing was actually to recommend that abstinence 
education, as currently funded by Congress, be defiinded. And so the implicit intent was 
to base policy on ideology rather than evidence. NAEA calls upon Congress to renounce 
the Ideological politicization of this discussion and focus on the optimal health message 
for youth. 

It is well established that adolescent sexual activity has significant potential physical 
consequences including pregnancy as well as high percentage of several common STDs. 
Growing research also points to the potential emotional consequences of sexual activity 
for teens. This research reveals that even if it were possible to remove all the potential 
physical consequences of sexual activity, there are still significant consequences that can 
never be eliminated by better condom use. Certainly priority should be given to 
eliminating these risks from an adolescent’s already stressful years. Abstinence 
education, as currently funded by Congress, offers this necessary primary prevention 
message and provides accommodating skills to give the message reality in the student’s 
life. 

Abstinence Education does not preclude Comprehensive Sex Education from being 
taught. But the sensitive nature of sex education instruction begs that local communities 
be given the choice of how to educate their children on sexually related topics. 
Differentiated funding streams permit a clear distinction between the two approaches and 
are necessary for consumer parents and consumer schools. Additionally, to avoid mission 
creep, it is imperative that the two funding streams remain separate. As this document 
will show, there is significant funding for the secondary intervention of comprehensive 
sex education and much less for the primary prevention message of abstinence education. 
It is vital that priority continues to be given to this risk avoidance strategy and that 
funding be continued without legislative change. 

The Risk Avoidance Message of Abstinence Education 

There are significant differences between abstinence education and 
Comprehensive Sex Education. The major distinction is how each approach regards 
teens. Abstinence education believes teens can and increasingly do, avoid sex' The term, 
“abstinence only” is used by opponents to create the false perception that abstinence 
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education is a narrow and unrealistic approach. Abstinence education realizes that 
“having sex” can potentially have physical, emotional, psychological, social, economic 
and educational consequences. Therefore, classes frequently discuss how to identify a 
healthy relationship, how to avoid or end a dangerous, unhealthy, or abusive relationship, 
developing skills to make good decisions, setting goals for the future and taking realistic 
steps to reach them, understanding and avoiding STDs, information about contraceptives 
and their effectiveness against pregnancy and STDs, practical ways to avoid 
inappropriate sexual advances and why abstinence until marriage is optimal. Abstinence 
curricula discuss many topics that confront teens, always within the context of why 
abstaining is the best choice. Abstinence education is overwhelmingly more 
comprehensive than other approaches and focuses on the real struggles that teens face as 
they navigate through the difficult adolescent years. Teen sexual activity can derail future 
aspirations and goals, so abstinence educators believe that no one should be prevented 
from receiving skills that give him or her every advantage for the future. Whether a 
student is abstinent, sexually active, homosexual or heterosexual, all teens receive the 
skills and positive empowerment to move away from high-risk behavior and toward a 
decision that removes all future risk for that teen." Among teens that have had sex, 55 
percent of boys and 72 percent of girls wish they had waited which indicates that 
abstinence is a viable option for sexually experienced students'". Sexually active teens are 
directed by abstinence educators to immediately seek medical care to be tested for STDs 
and receive treatment if necessary. 

The longer a person waits to become sexually active, the fewer lifetime partners 
they will have and will therefore be at less risk for one or more STDs. Recent research by 
the CDC reveals that 1 in 4 adolescent girls have at least one STD and the risk is 
considerable even with only one partner’''. Although condoms reduce HIV risk by 85% 
for heterosexual sex'', they are much less effective against other STDs, still putting even 
consistent users at significant risk. Consistent use contributes to a risk reduction of 50% 
or less'' but inconsistent use, as is typical for most teens and adults, may even increase 
the risk of acquisition of certain STDs''", possibly because of a combination of condom 
fatigue and risk compensation - “increases in risky behavior sparked by decreases in 
perceived risk.”''"' 

The Message of Comprehensive Sex Education 

Comprehensive Sex Education is promoted as the commonsense approach for sex 
education, placing a strong emphasis on abstinence, but also giving information to 
students on contraception and condoms. A careful review of the most popular texts, 
however, reveals a very different picture. This approach assumes that teens don’t have 
the ability to avoid sexual experimentation, so most of their time is spent talking about 
sex and the use of condoms and other forms of contraception.'" Recently, the U.S. 
Department of Health and Human Services released a report" on the most widely 
recommended comprehensive sex education curricula and found that while advocates tout 
the presumed strong emphasis of abstinence within comprehensive sex education, the 
evidence shows only the briefest mention of abstinence. Another review found that only 
about 5% of their time is devoted to abstinence."' Additionally, rather than providing 
clear guidance, the definition of abstinence is usually subjectively defined by the student. 
One popular “abstinence plus” text asks students to brainstorm “what sexual behaviors a 
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person could engage in and still be ‘abstinent’*"” and such suggested activities as 
“cuddling with no clothes on”, “masturbating with a partner”, “rubbing bodies together” 
and “touching a partner’s genitals” are given as possible abstinent behaviors.*'" Students 
are provided nondirective and confusing definitions for abstinence that are filled with risk 
and predictably, the discussion quickly moves to “the endless possibilities of 
outercourse”*"' and “making the transition from sexual abstinence.”*'' These are not only 
gateway-to-intercourse activities, but also many of these recommended “abstinent” 
behaviors put a teen at risk for STD acquisition. Alarmingly, several of the most popular 
CDC-recommended comprehensive sex education curricula present abstinence and 
condom use as equally “safe” options, which provides inaccurate information to teens**'. 

Comprehensive sex education curricula fail to provide full and accurate 
information on condoms. One CDC-approved text instructed teachers; “Don’t bash 
condoms or provide information on failure rates”*’" Such information restricts students 
from the fact that even with consistent use, condoms still present significant risk for STD 
acquisition. Another text recommends students participate in activities that contribute to 
STD transmission*’"' The most common inaccuracy refers to the recommendation that 
students use condoms with the spermicide N-9 which may increase a person’s risk of 
acquiring HIV and other STDs*'* Every comprehensive sex education text that was 
reviewed revealed overstated, exaggerated claims of contraceptive effectiveness or 
omission of information about possible skin to skin transmission of certain common 
STDs. ** 


The Growing Body of Evidence of Effectiveness for Abstinence Education 

Researchers acknowledge that it takes at least a generation before a new approach 
begins to show effectiveness through documented research. The Head Start Program, for 
example, was in existence for decades before any meaningful research was conducted on 
the approach. Although abstinence education has received widespread federal funding for 
less than a generation, numerous peer-reviewed studies reveal that abstinence education 
is effective to 

- Delay sexual onset**'**"**'"**'’**’**’’**’" 

- Discontinue sexual activity among previously sexually experienced**’"' 

- Decrease number of partners for those sexually active**'* 

- No less likely to use a condom if they become sexually active.*** ***' 


The most recent Youth Risk Behavior Survey (2005) reveals a continued downward 
trend in sexual behaviors among high schoolers. The percentage of high school students 
who have not had sex has increased from 45.9% in 1991 to 53.2% in 2005.***" Simply 
put, the abstinence message is realistic for increasing numbers of teens. Fewer teens are 
having sex, which means more teens are choosing abstinence. 

A study conducted by John Santelli, using the most appropriate dataset to date, noted 
that 53% of the decline in pregnancy rates could be attributed to decreased sexual 
experience.***"' 

Other significant studies contribute to the growing research showing that beyond the 
intuitive understanding that abstinence works every time, empirical evidence points to a 
growing understanding that the abstinence approach has great merit. Some of the most 
compelling results indicate: 
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- Adolescent virgins who received a Virginia Title V abstinence education program 
were approximately one-half as likely as non-participants to initiate sexual 
activity after one year.™"' 

- After a 5-year county-wide mass communications program there was a 32% 
reduction in the percent of teens under 16 who had experienced sex (P<.05). The 
adolescent pregnancy rate for the county dropped from 63.4% in 1993 to 49.5% in 
1 996. By comparison, county rate was higher than two surrounding counties in 

1 993 and lower than both counties in 1 996.™’ 

- Intervention students in an Ohio abstinence education program who were sexually 
active were about one-half as likely to be sexually active after 5 months than 
those who did not receive the program and sexually experienced students who 
received the program demonstrated a reduction in partners.™” 

- Two abstinence programs together were shown to reduce the rate of initiation of 
sexual activity among at-risk students by 25% when compared with a control 
group of similar students who were not exposed to the program.™’" 

- A comparison of program participants with a control population showed that by 
the end of eight grade, students in the control group were five times more likely to 
have begun having sex than program students (20 percent versus 4 percent). By 
the end of ninth grade, the difference between groups was still significant, with 
rates of 39 percent versus 24 percent.®**”" 

- After one year program participants were about one-half as likely to become 
sexually initiated as their peers in the comparison group 

- At risk Washington DC, program participants were seven times more likely than 
the comparison group to avoid sexual activity.*' 

- Of the 16 year olds who started the South Carolina abstinence education programs 
five years earlier, 82% indicated they had abstained during the previous year and 
73% reported they had never had sex. By comparison, the average rate of 
abstinence among high school students in South Carolina was 48% and nationally 
is 53%. *" 

The Evidence in Support of Comprehensive Sex Education 

Despite the frequent reporting of effectiveness in comprehensive sex education programs, 
a carefiil look at the research shows that such enthusiasm is imprudent. Of the numerous 
studies cited in Doug Kirby’s Emerging Answers*'" very few show measurable success 
for comprehensive sex education. Dr. Stan Weed detailed this fact in his written and oral 
testimony. Clearly, the claim of “effectiveness” does not ring true when research is 
examined and compared for the minimum standard of consistent condom use. 

Sex Education in America 

Title X : Prior to 1981, all federally funded efforts to address teen sexual activity 
focused on teen pregnancy prevention and a risk-reduction model under such fimding as 
Title X of the Public Health Services Act, passed in 1970.This funding increased 
widespread accessibility to contraceptives and provided the first federal funding for 
comprehensive contraceptive education for teens. 

Title XX AFL : Abstinence education changed the focus toward a primary prevention. 
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risk elimination model with the passage of the Adolescent Family Life (AFL) Program in 
1 98 1 . A significant portion of AFL focuses on promoting abstinence until marriage to 
teens with primary emphasis on research and identifying best practices for helping teens 
avoid sexual activity before marriage. 

Title V Section 510: When the US Congress passed the Welfare Reform Act in 1996, 
it added a provision to extend abstinence education to every state through state block 
grants. Signed by Democratic President Clinton, after having passed a Republican 
Congress, this funding was designed to address the economic and personal cost of 
escalating out of wedlock births in America by funding educational programs that had 
abstinence until marriage as their “exclusive purpose”. As noted in a White Paper drafted 
shortly after the passage of the Welfare Reform Act, the purpose of this funding is to 
effect a cultural change: “That both the practices and standards in many communities 
across the country clash with the standard required by the law is precisely the point. As in 
the cases of civil rights and smoking, the explicit goal of the abstinence education 
programs is to change both behavior and community standards for the good of the 
country.”’'*'" 

SPRANS-CBAE: Growing support for abstinence education at the national level 
brought about the third funding source for abstinence education. Initiated in 2000, this 
funding program, initially known as Special Projects of Regional and National 
Significance Community Based Abstinence Education (SPRANS-CBAE) has since been 
shortened to “CBAE”, to emphasize the community-based aspect of funded programs. 
This flmding stream provides the greatest amount of money for abstinence education. 
CBAE funding has enabled abstinence programs to be implemented in regions that were 
especially needy, but unfunded in the past. Even so, the number of community 
organizations seeking this funding is so great that only about 10% of all proposals are 
funded, making this one of the most competitive grants offered by the federal government. 
This points to the fact that the need and support for the implementation of abstinence 
education far exceeds the funds available for this approach. 

Priority of Sex Education Content: While there are increasing numbers of schools that 
teach abstinence education, a report released in December 2006’'"'' showed the majority of 
schools still teach so-called comprehensive sex education which focuses on condom and 
birth control instruction, rather than the risk avoidance message of abstinence. In 1995, 
only 8% of schools taught abstinence education but 84% taught birth control instruction. 
In 2002, 22% taught abstinence education, and 68% taught birth control instruction’'*''. 
This data indicates that fewer than 1 in 4 students across America receive abstinence 
education. At least partly due to the unequal federal funding between both initiatives, 
more than 2/3 of all teens receive so-called comprehensive sex education. 

Separating Ideology From Fact 

Opponents who wish to defund abstinence education seek to reframe the grant parameters 
for current abstinence education funding. In this way, they hope to divert federal funds 
specifically designated for abstinence and instead use them for “comprehensive” sex. 
Additionally, they have erroneously framed abstinence education, challenging “medical 
accuracy” and using terms such as “state choice” and “responsible, science-based 
education”. Critics craft their messaging to make it appear that they are motivated by a 
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quest for providing the best information to youth while maintaining local control, but, it 
is, in actuality, motivated with one sole purpose in mind- and that is to defimd abstinence 
education at all costs. Planned Parenthood acknowledged that they are conducting a state- 
by-state campaign by providing governors with inaccurate information about abstinence 
education in an effort to persuade them to turn back Title V Abstinence Education Funds 
from their states.’‘'''' This misinformation has been successful in turning the funds back in 
1 7 states to date. Rather than seeking to provide the best health message to teens, anti- 
abstinence ideologues use selective science to “prove” their claims. The overwhelming 
number of experts for this hearing verified the accuracy of this assertion. When policy 
makers and other stakeholders leam that the true nature of abstinence education is much 
different than how it is portrayed by its opponents, they are surprised and supportive of 
the approach. 

Parents Support Abstinence Education 

An independent survey indicates that when parents understand the differences between 
comprehensive sex education and abstinence curricula, they prefer abstinence education 
to so-called comprehensive sex education by a 2:1 margin. Parents across all 
ideological, political, and demographic boundaries want what is best for their children 
and in terms of sexual health; the favored approach is abstinence education, as currently 
funded by Congress. Specifically: 

- 9 out of 10 parents agree that being sexually abstinent is best for their child’s health 
and future. 

- Upon learning what abstinence education actually teaches, 6 out of 1 0 parents prefer 
it to comprehensive sex education. Only 3 out of 1 0 prefer comprehensive. 

- At least 8 in 10 parents agree with these important tenets of abstinence education: 

o Developing healthy relationships to improve chances for a healthy future 
marriage. 

o The benefits of renewed abstinence to sexually experienced students. 

o Improving self-worth and self-control as means of reducing premarital sexual 
activity. 

o How an unplanned pregnancy and/or STD can negatively affect a teen’s 
future. 

- Most parents reject “comprehensive” sex education. 2 out of 3 parents think that the 
importance of the “wait to have sex” message ends up being lost when programs 
demonstrate and encourage the use of contraception. 

- 9 out of 10 parents want teens to be taught about contraception in a manner that is 
consistent with the approach of abstinence education. 9 out of 10 parents think teens 
should be taught how often condoms fail to prevent pregnancy based upon typical 
use. Over 9 out of 10 parents think that teens should be taught the limitations of 
condoms in preventing specific STDs. 

- Parents want more funding given to abstinence education than to comprehensive sex 
education by a 3 to 1 margin. 6 out of 10 parents think more government funding 
should be given to abstinence education vs. comprehensive sex education. Only 2 out 
of 10 want more funding for comprehensive sex education. 

Funding disparity 
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Comprehensive sex education receives at least twice as much federal funding as 
abstinence education. In addition, comprehensive sex education has received funding 
since the 1970’s, while significant funding for abstinence education did not begin until 
1998. Cumulative funding comparisons between the two approaches are overwhelmingly 
in favor of comprehensive sex education funds. Using the most conservative 
computations, at least $370.5 million is spent promoting “safe sex” initiatives vs. $174 
million promoting abstinence. 
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Current federal funding for Abstinence Education is a cost savings to taxpayers. In 
terms of savings associated with reductions in teen births, abstinence education save 
taxpayers $6 for every $1 spent''’‘. There are additional health benefits from Abstinence 
Education, which, if quantified, would reveal even greater savings to taxpayers. 

- Teens account for one quarter of all new STDs each year.'’‘ Abstinent teens, 
however, avoid sexually transmitted diseases and all corresponding medical costs. 

- Studies reveal increased risks of depression and attempted suicide among sexually 
active teens'’”. Abstinent teens, however, avoid negative emotional consequences 
resulting from sexual activity and all associated mental health costs. 

With levels of teen sexual activity still too high and state and national lawmakers 
struggling to balance budgets, expenditures through abstinence education programs have 
an important impact. Both the increase in teens choosing abstinence and the decline in 
teen pregnancy have coincided with the recent increase in federal funding for Abstinence 
Education, suggesting that Abstinence Education has played a major role. 

The “Medical Accuracy” Debate 
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While anti-abstinence individuals and organizations have tried to assert that inaccurate 
statements characterize abstinence education, this is not true. For example, the 2004 
report. The Content of Federally Funded Abstinence-Only Education Programs, 
commissioned by Rep. Henry Waxman and compiled, primarily by special interest 
groups who are historical opponents to abstinence, relied upon misrepresentation, 
distortion, and error rather than an honest appraisal of abstinence education curricula.'”' 
Many quotes were taken out of context from abstinence curricula, thereby skewing both 
the intent and the message. For example, the report ‘quotes’ a text as saying that 
‘touching can result in a pregnancy.” The text actually states that, in very rare instances, 
during mutual masturbation, semen can be deposited just outside the vaginal opening, yet 
still result in a pregnancy. This statement is medically accurate, yet the report assertion 
makes abstinence education appear fear-based and ludicrous. 

Additionally, ACF has implemented a process for assuring that abstinence 
programs provide accurate information to students and abstinence programs are eager to 
assure content accuracy. Comprehensive sex education programs do not have a similar 
requirement or process. 

Most reports on ‘‘medical accuracy” fail to note that comprehensive sex education 
curricula regularly overstate the effectiveness of condoms, underestimate the risk of 
certain sexual activities, and infer that sex can be made safe and without consequences as 
long as a condom is used.'*'" A recent report by the US Department of Health and Human 
Services noted that most comprehensive sex education curricula distort information 
presented to students.'*"' 

It is important that any discussion of medical accuracy steers away from 
ideological or subjective judgments and toward the desired goal of assuring that medical 
statements that are made are true. This means that medical information that is included in 
the program, that is, what is positively asserted, conforms to established medical data and 
is, therefore, referenced to a source that includes published journals, professional 
publications, and government agency documents in order to be internally correct to the 
greatest extent possible. This requirement should be limited to the informational content 
included. It should not be based on the omission of subjects that are clearly at odds with 
congressional intent or to which the need for inclusion has not been agreed. Medical 
accuracy should not be based on opinion articles or unsubstantiated generalizations. 
Efforts should be made to assure the veracity of medical facts but is not intended to direct 
the style, emphasis or any other aspect of teaching methodology. Discussions and 
application of material according to theories of learning, and teaching methods vary 
within the field of education, including abstinence education. Flexibility in teaching 
medical facts by service providers is constrained only by the parameters of funding as 
mandated by Congress. It should be further noted that different experts interpret medical 
data differently, so it is entirely possible that different conclusions might be drawn from 
the same data set and may each receive publication. For that reason, it is important that 
the term medical accuracy allow for this divergent analysis. 

All youth serving organizations should provide accurate information to teens, 
regardless of the funding stream. That means that organizations receiving federal funds 
for pregnancy prevention, HIV/AIDS prevention, and all other programs, including 
abstinence education, should be held to the same standards of accountability. It is vital 
that programs provide accurate information to teens so that they are fully equipped to 
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make the best decisions for their sexual health. 

Abstinence Education: Good Public Health Policy 

The curricular content of abstinence education programs funded by the federal 
government is consistent with the public health prevention model for risk avoidance. In 
terms of general public health policy, the best health outcomes are made possible by the 
best positive health behavior messaging. Abstinence education follows this model, while 
all other approaches offer a message that still leave youth at risk for some of the 
consequences of sexual activity. Abstinence education provides all the information 
necessary for teens to make the best choice for their sexual health. 

Although many individuals have sex before marriage this does not diminish the 
benefits of waiting to have children tmtil marriage, nor does it mean we should abandon 
the goal of changing the cultural norm for this behavior. In fact, historically, if a cultural 
behavior or norm is in conflict with the desired outcome, efforts are redoubled, not 
discarded. For example, a generation ago, smoking was a desired, normative behavior, 
but today smoking is almost universally viewed as undesirable and unhealthy - proof that 
cultural and social norms can and do change. Similarly, although growing numbers of 
Americans are overweight, efforts to encourage exercise and healthy eating habits have 
increasingly become public health priority messages. We do not capitulate our highest 
public health standards based on the unhealthy choices of a majority, but on standards 
that promote optimal health outcomes in the population. 

Evidence shows that most teens are not sexually active but are choosing to be 
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Mr. Jordan. Thank you. 

I want to thank the panel for being here, too. I have two fun- 
damental questions that I want to ask, and I was going to ask 
these of the Senator and I should say at the start I kind of share 
the Senator’s perspective on this entire issue, but I want to get to 
two fundamental questions. Do you really think the Federal Gov- 
ernment should be involved in this area to begin with, the same 
Federal Government that can’t secure the border, loses your tax re- 
turn, the same Federal Government that is going to spend $3.1 tril- 
lion this year? Do you really think this is an area that the Federal 
Government should be involved with to begin with, regardless of 
which one it is, but particularly, in my judgment, the comprehen- 
sive approach? 

And then the second question — and you can all jump in on both 
of these when I finish — the premise of all this, particularly the 
comprehensive approach is — and we have heard this discussed here 
all morning long — the premise is the culture is such young people 
are bombarded with all kinds of messages, they are already engag- 
ing in some of this risky behavior, so we need to talk about a com- 
prehensive approach, we need to give them the facts on how to pre- 
vent disease, etc. 

But do you ever think that by the fact we are having educators, 
people in positions of authority, talk about this, we actually might 
contribute to the problem? I think. Doctor, we talked about effec- 
tive educators versus those who aren’t. Maybe this is just a country 
boy from ohio talking, but I have heard this from constituents: the 
more you talk about it, the more it happens, particularly when 
someone in positions of authority giving mixed messages to young 
people. 

I want to just cite one example of that, and then I will be happy 
to hear your response. 

This is material our office obtained. It is called. Be Proud, Be Re- 
sponsible: Strategies to Empower Youth to Reduce the Risk of HIV 
and AIDS. It was put together by a grant. Are any of you familiar 
with this curriculum? Heads shaking. OK. 

I look at one of the worksheets here. Talk about mixed messages 
and are we maybe even contributing to some of the figures that 
were given to us. This is an HIV risk continuum worksheet, lists 
different things. Then it has on the side here red light, yellow light, 
green light. Red light, don’t do; yellow light caution, obviously. And 
we are all familiar with this green light, or some of us view yellow 
lights as different than caution, but I understand. 

But I will list just a couple. One says having sex with multiple 
partners and not using a condom, red light. Two others, though, 
showering together, green light. So maybe there is a green light, 
but think about the message that indirectly sends to young people. 
The third, doing drugs but not sharing needles and syringes, and 
the correct placement here on the side says yellow or green light. 

Again, I think sometimes we get so focused on what is happen- 
ing, but we might be sending the wrong kind of message, and that 
has always been my concern with the comprehensive approach, the 
mixed messages we are sending out there to people. 

I would also argue that folks in west-central Ohio, which I get 
the chance to represent, when you talk to them about the Federal 
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Government getting involved — I made a statement yesterday to a 
group of folks I made a speech to, and I said 15 months on the 
job — I am just a rookie — has confirmed what I suspected: with the 
exception of the military, the Federal Government doesn’t do any- 
thing very well. And now we are going to get into this whole area. 

With all that, fire away and tell me if I am wrong or tell me if 
you agree with me. 

Mr. Siegel. Can I respond? It is great to hear someone from 
Ohio speak. Ohio recently rejected the Title V funding and applied 
for CDC-DASH funding, so they are moving in the direction of 
comprehensive from what I can tell. 

Responding to your first question about Government involve- 
ment, I definitely understand what you are saying. I mean, if Gov- 
ernment is a consumer they have two products to buy from. They 
can buy from the abstinence-only program or they can buy from the 
comprehensive sexuality education program. 

Mr. Jordan. My point is this, though: should they be buying 
from the Federal Government, or would we be better served if they 
bought from the State and local government, parents, school 
boards, teachers, and folks at the State level. 

Mr. Siegel. Which I agree with. I definitely think that local level 
they need to make those decisions, which Ohio is doing, from what 
I can tell. 

Also, as far as mixed messages, I don’t totally understand that 
logic and never have as an educator. I mean, I feel like if you teach 
students about fire extinguishers, you are not encouraging them to 
start fires. I don’t see what the mixed message is and I don’t think 
that shows up in the research as frequently. 

Mr. Jordan. Most everywhere else educators set the standard, 
recognizing that 100 percent of the students won’t meet the stand- 
ard, but we set the standard and that is what we aim for. We don’t 
say, oh, because we know some of you aren’t going to get there, 
here’s what you should. Everywhere else in our culture, everywhere 
else in life, everywhere else in education we set the high standard. 
This is coming from someone that spent years in the coaching and 
teaching profession. That is what we do. Yet this area is different. 

Mr. Siegel. It hasn’t been different, though, is the thing. 

Mr. Jordan. I would argue it has. 

Ms. Knox. May I respond, as well? Could I say that west Texas 
is a lot like Ohio. That is where I come from, west Texas. My par- 
ents, who are no fans of Government involvement in anything, al- 
ways told me that they wanted the school to be teaching this infor- 
mation because they didn’t have that information themselves. They 
wanted me to have complete and accurate medical information 
about my sexual health, but neither of them had been to medical 
school, neither of them had gotten information about the up-to-date 
information to protect yourself, so they wanted a reliable sex edu- 
cation program within the schools to be teaching me that informa- 
tion. That is just coming from my perspective with my parents. 

I also wanted to add really quickly 

Mr. Jordan. I want to hear from two others up there. 

Ms. Knox. I have always liked the analysis that umbrellas don’t 
cause rain. Young people are smart enough to make responsible de- 
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cisions, especially when they are given the tools to interpret those 
complex messages that we are receiving. 

Mr. Jordan. Let me hear from Dr. Weed and Dr. Santelli. 

Mr. Weed. The question I think you are asking — let me get back 
to it — is should the Federal Government be involved in trying to 
promote good health and preventive medicine. If we could do it 
right, if we could do it well, I would say yes. So far we haven’t done 
that. I think there are ways that we can structure policies and pro- 
grams and funding strategies to be more effective. 

For example, in the abstinence education area I have some sug- 
gestions on how that money could be better spent. I have also got 
some suggestions on how we could do better with our comprehen- 
sive sex dollars and hold them to a standard and evaluate them the 
same way we are doing with the abstinence programs. 

I think there is a role, but it is that the responsibility is so huge 
and the impact is so large it has to be done extremely well, and 
we haven’t been very good at it. 

Mr. Sarbanes. Thank you. 

Ms. McCollum. 

Ms. McCollum. Thank you, Mr. Chair. 

I was in my office, and people were kind of watching this along 
with me, so I didn’t get all of the testimony but quite a bit of it. 

Dr. Blythe, if I could pull from the back end of your testimony, 
the Society of Adolescent Medicine summarizes its expert review of 
sexuality education with the following: “Abstinence from sexual 
intercourse represents a healthy choice for teenagers. As teenagers 
face considerable risk to their reproductive health from unintended 
pregnancies, STIs, including infection with HIV. Remaining absti- 
nent — ” and I am quoting from your words. I think this is wonder- 
ful. “Remaining abstinent, at least through high school, is strongly 
supported by parents and even adolescents, themselves. However, 
few Americans remain abstinent until marriage. Many do not or 
cannot marry, and most initiate sexual intercourse and other sex- 
ual behaviors as adolescents. Abstinence as a behavioral goal is not 
the same as abstinence-only programs. Abstinence from sexual 
intercourse, while theoretically is fully protective, often fails to pro- 
vide against pregnancy, disease, and actual practice because absti- 
nence is not maintained.” In other words, it is having all the infor- 
mation available to you. 

We talked to the earlier panel. There is a continuum of sex edu- 
cation. I mean, parents with different skill sets feel more com- 
fortable talking to their children. We just heard Ms. Knox say her 
parents liked having accurate, scientific information made avail- 
able to their daughter. 

I would like you to address why it is so important that age-ap- 
propriate, parent-involved — and I think school boards need to in- 
volve the parents when they do this — why this is so important to 
a whole child’s health, because pediatrics doesn’t end when they 
are 10, 12, 13, or 14. 

And then to the two women on the panel, I am kind of concerned 
about some of the things that have been said both in testimony and 
by some of my colleagues up here. One in four girls having sexually 
transmitted diseases. Well you know, folks, it just isn’t the girls 
that have the sexually transmitted diseases. You know, checking 
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out who my son was going out with or who my daughter is going 
out with, with the implication one gender is more temptuous or 
whatever. I hope we can leave those stereotypes behind, because 
the stereotypes are also in some of the abstinence-only, such as the 
man’s role is to protect the woman, or that women need financial 
support. Women, we need to protect ourselves and we need to sup- 
port ourselves. 

Doctor, would you please? 

Dr. Blythe. Well, obviously the statement stands, as we believe. 
I think a couple comments. Abstinence is part of comprehensive 
sexuality education, and we have heard several comments this 
morning about parents want abstinence for their children, and that 
is correct, but in all the surveys that we have available — and the 
most recent one actually just came out of Minnesota — is that 89 
percent of parents of school-aged children want their young people 
to have comprehensive, age-appropriate sexuality education, with 
abstinence as a center stage, but also giving them the tools to deal 
with the complexities of life that they are faced with on a day-to- 
day basis. 

So in young people, meaning in the middle school age, strong 
messages of abstinence often work. But as they get older and they 
become more cognitively complex, then they need more answers 
than just this or that, so we need to be able to give them the tools 
to deal with the different issues, the different situations that come 
up on a day-by-day basis as they get older. 

Ms. McCollum. Thank you. 

Thank you, Mr. Chairman. 

Mr. Sarbanes. Thank you, Ms. McCollum. 

Ms. Foxx. 

Ms. Foxx. Thank you, Mr. Chairman. 

There is so much to try to get on the record in so little time. I 
want to ask the panel a question. Mr. Modes a few minutes ago 
made the comment that 50 percent of marriages end in divorce. 
How many of you have heard that before and think that it is the 
commonly accepted fact in our country? Would you hold up your 
hand? Just hold up your hand if you believe that. 

Mr. Weed. That was 50 percent of what? 

Ms. Foxx. That 50 percent of marriages end in divorce. How 
many of you have heard that comment over and over in our coun- 
try and believe it? You believe it, hold up your hand. 

[Show of hands.] 

Ms. Foxx. All right. Well, let me tell you, in 1987 pollster Lew 
Harris has written, “The idea that half of American marriages are 
doomed is one of the most specious pieces of statistical nonsense 
ever perpetuated in modern times. It all began when the Census 
Bureau noted that during 1 year there were 2.4 million marriages 
and 1.2 million divorces. Someone did the math without calculating 
the 54 million marriages already in existence, and presto, a ridicu- 
lous but quotable statistic was born.” Harris concludes, “Only one 
out of eight marriages will end in divorce. In any single year, only 
about 2 percent of existing marriages will break up.” Task order 
my point on that is to support what Mark Twain said: figures often 
beguile me, particularly when I have the arranging of them myself, 
in which case the remark attributed to Desraili would often apply 
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with justice and force. There are three kinds of lies: lies, damn lies, 
and statistics. Both of those things I think sort of the framework 
for what we have heen listening to this morning. 

I want to also make a comment about what Ms. Knox said in her 
comments: “So why is it that there is not a single Federal dollar 
dedicated to a comprehensive approach, while more than $1 billion 
has been spent on abstinence-only until-marriage?” This from 
someone who sat through all of the testimony this morning on the 
fact that seven times more money is going into comprehensive pro- 
grams than abstinence programs. 

I have one other question I would like to ask you, and I just want 
a yes or no answer from each member of the panel. I will start on 
that end. 

If, provided evidence of abstinence education programs are as or 
more effective than comprehensive sex education, would you sup- 
port optional Federal funding for such programs? I just want a yes 
or no. 

Dr. Santelli. No. 

Ms. Foxx. Next person. 

Dr. Benjamin. No. 

Dr. Blythe. No. 

Mr. Weed. Yes. 

Dr. Fineberg. Yes. 

Mr. Siegel. No. 

Ms. Knox. No. 

Ms. Foxx. OK. Thank you very much. The record will show how 
each person answered. 

To me I think this shows the situation that we are dealing with 
here. I also find it very interesting that the word scientific has 
been used a lot. Do we have scientific studies that prove the absti- 
nence issue? Well, I would like to say to you that there is no more 
scientific fact than that abstinence is the only sure way to avoid 
pregnancy and sexually transmitted diseases. I don’t know how 
anybody could argue that is the scientific fact. Yet, people keep 
saying we need scientific evidence that these programs are work- 
ing, and we don’t have the scientific evidence that they are work- 
ing. 

I want to tell you I come from a background of being a social sci- 
entists, so I know a little bit about how these things can be used. 

I have one more question. Dr. Weed, you stated about goals, in- 
tensity, content, all of those things vary across all types of sex edu- 
cation programs. Do we have any kind of evidence as to the effec- 
tiveness of the programs? And, Dr. Fineberg, you can answer this, 
too, but. Dr. Weed, would you answer it? I believe you have a study 
that shows that; is that correct? 

Mr. Weed. I am trying to sort the question out. The studies that 
we have done, if the program is designed well, implemented well, 
has the right kind of teachers, focuses on the right kind of issues, 
and is not narrowly defined and prescribed as an abstinence-only, 
which I think is a terrible misnomer, if it is done well, if it is done 
right we see impact. However, programs that are fairly new, fresh 
out of the block, they are trying to fi^re it out, it sometimes takes 
them about 3 years to work out the kinks and get on a track where 
they have an impact. 
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Ms. Foxx. Thank you. 

Dr. Fineberg, would you like to say anything? 

Dr. Fineberg. Again, the most rigorous comparisons with very 
strict methodologic requirements to look at the studies find that 
the more comprehensive and inclusive programs do have approxi- 
mately two-thirds of the time in those studies some positive effects. 
That was 23 of 39 studies. 

Of the studies that were looked at, the 13 that were more nar- 
rowly framed as abstinence-only, they found in none of those cases 
that there were positive behavioral effects. That was in, again, ap- 
plying this very strict, rigorous, methodologic screen for studies 
aimed at preventing infection of HIV and sexually transmitted in- 
fections. 

Ms. Foxx. Who did that study? 

Dr. Fineberg. These are studies by the Cochrane Collaboration, 
the lead author is Underhill. I did include the citations in my writ- 
ten testimony. 

Ms. Foxx. Mr. Chairman, I have just one other comment to 
make. 

We have thrown again a lot of statistics around here, and much 
has been made about the fact that 17 States are not taking the 
funding, but let me point out 33 is more than 17. 

Thank you, Mr. Chairman. 

Chairman Waxman [presiding]. Mr. Yarmuth. 

Mr. Yarmuth. Thank you, Mr. Chairman. I thank all the wit- 
nesses. 

Doctor Weed, you showed us some studies that indicated that 
in — I guess you call them abstinence-centered programs? 

Mr. Weed. Abstinence-centered would be the preferred term. 

Mr. Yarmuth [continuing]. Succeeded in reducing the rate of ini- 
tiation of sex by 40 something percent, which I think people would 
say that is a benefit. That would be successful. But in the most op- 
timum case, the rate of those who, if I read the chart correctly, who 
did initiate sex in spite of that was still around 10 percent. That 
was the best performance. So my question is. While we may say 
that the program was successful in one respect, was it a failure 
with regard to the 10 percent or more, and, in fact, did we not do 
them a disservice and maybe even put them at risk because we 
didn’t give them other information? 

Mr. Weed. I think that is a good question, because — ^by the way, 
it applies broadly. If we want to apply that standard of success, we 
say yes, we had a 10 percent failure, whereas in terms of consistent 
condom use we have 100 percent failure. So let’s kind of balance 
it and look at both sides. 

Mr. Yarmuth. I get that, but would not the real followup to that 
be: did you do any damage by including comprehensive? Did you 
make it worse for anyone by including comprehensive sex edu- 
cation, because, as I understand all the rest of the studies, there 
really isn’t any evidence that comprehensive sex education in- 
creases the rate of sexual activity. 

Mr. Weed. We can apply one standard that says it doesn’t in- 
crease the rate, and we can apply the other standard that says it 
fails 10 percent of the time. Those are two different standards. I 
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am just asking for using the same standards when we do the com- 
parison. 

Mr. Yarmuth. All right. Let me ask Mr. Siegel and Ms. Knox, 
because they both alluded to things that have intrigued me, and I 
only focus on you because you are the youngest among us. 

Is sex education, whether it is abstinence-only or comprehensive 
or anything else they learn in school the only thing kids learn 
about sex? 

Mr. Siegel. Absolutely not. 

Mr. Yarmuth. So what you may learn in abstinence-only edu- 
cation or in comprehensive sex education actually is considered, 
and it is input that is taken against a backdrop of a lot of different 
input about sex, including peers, information from your peers, in- 
cluding media, all sorts of things. 

Ms. Knox. Yes, I would agree, although let me point out quickly 
that I have undergone both abstinence-only and comprehensive sex 
education. Only comprehensive sex education gave me the tools, 
gave me the information to go out and interpret the other messages 
that I was getting from the media, from my peers, other things 
that I was hearing. 

Mr. Yarmuth. So if you are getting information, let’s say you are 
getting abstinence-only education in school or abstinence-centered 
education, there is a real danger that it is going to run up against 
a lot of different contrary input that you are getting from your 
friends. I mean, you may be talking to your friends who are having 
sex every weekend, unprotected, protected, but you are getting dif- 
ferent information from them than you are getting in school. My 
question would be: how does that make you feel about the rest of 
your education? Does it undermine the credibility of what you are 
getting in other areas? 

Ms. Knox. It would be the same to me as if I went into math 
class and my teacher said two plus two is five. I mean, that doesn’t 
jive with anything that I have ever heard out there in the world. 
That is what abstinence-only education was to me. It was not in 
reality as to what was happening in my live and in the lives of 
other people in my community. 

Mr. Siegel. May I also add abstinence-only education teaches 
stigma. If you can’t get married, how is abstinence ever going to 
help you? That is reinforced by the rest of society as a young per- 
son when you go out there, and it doesn’t serve the needs of young 
people living with HIV, because they will need to know how to use 
condoms even if they get married. So once again it is neglected. It 
is neglected in greater culture and it is neglected in the classroom. 

Mr. Yarmuth. I am not sure exactly how this relates, but I know 
it relates in some way. I was a journalist before I entered politics, 
and the paper that I worked with did a story several years ago 
about oral sex among 12 and 13-year-olds, and we sent actually 
teenage reporters out into the community and talked to them. The 
response that we got or our reporters got most frequently was they 
didn’t consider that sex. This was just fun and games. It was no 
different than hugging. 

So I wonder whether, when we talk about educating some of 
these programs starting in 7th grade, whether even that is early 
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enough, whether the horse is out of the barn on this issue even by 
that time. 

Dr. Weed. 

Mr. Weed. We found, of course, lots of variety. There are some 
places where 7th grade could be too late and other places where 
it wouldn’t be. I think that the good programs really do take into 
account the cultural context in which they are being delivered, and 
the program that might work well in an inner city, high-minority, 
high-risk population, lots of broken families, might be a different 
kind of strategy than the one you would do in middle America 
where it is pretty calm and peaceful. 

Mr. Yarmuth. My time is up. Thank you, Mr. Chairman. 

Chairman Waxman. Thank you, Mr. Yarmuth. 

Mr. Burton. 

Mr. Burton. Dr. Fineberg, you talked about these studies. Have 
they ever included in these studies that you are referring to the 
Peers program in Indiana? 

Dr. Fineberg. Not to my knowledge, Mr. Burton. The studies 
that I talked to were premised on peer-reviewed, published studies 
that were randomized or quasi-randomized, and so these other ex- 
periences would not have been included. 

Mr. Burton. Gotcha. I understand. But you are not familiar with 
the Peers program in Indiana? 

Dr. Fineberg. I am not. 

Mr. Burton. The Peers program was started in 1994 by St. Vin- 
cent’s Hospital in Indiana, and it is an abstinence program. I have 
been watching on television and listening to the debate on this 
issue. I just want to read you a little bit about this particular pro- 
gram that has been in effect since 1994. 

“Does abstinence education really work?” This is one of their bro- 
chures. “Compared to non-participants, the Peers project partici- 
pants were four times more likely to have remained virgins. Sev- 
enty percent of peers program participants reported that they have 
remained committed to abstaining from sexual activity at the con- 
clusion of a 3-year, independent evaluation.” 

Then the brochures go into some other details about it. Since 
1994 nearly 15,000 peer mentors — they use students that they 
train, come in and work with them at St. Vincent’s — 15,000 peer 
mentors have taught the Peer Educating Peers curriculum to 
150,000 program participants throughout Indiana. Organizations 
and other States have replicated the Peers model. 

The result in my Congressional District — they sent this to me — 
was in Miami County there was, for 15 to 17-year-olds between 
2000 and 2005 there was a decrease in teen birth rates and sexu- 
ally transmitted diseases by 34 percent. In Wabash County the de- 
crease for that age group was 28 percent. So it has been very bene- 
ficial. 

It was students talking to students after they had been made 
aware and trained in the Peers program. So abstinence programs 
do work. I know you can go across the country and do these na- 
tional studies and come up with these statistics, like my colleague 
was talking about, which make it sound like it is a waste of money 
to train and create abstinence programs, but this is a fact in Indi- 
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ana. This is my Congressional District. It does work. I think that 
funding these programs does create some real positive results. 

I know some of my colleagues say we ought to just have a com- 
plete sex education program, we don’t need abstinence training, but 
it does work, and it is helping in Indiana, and I think it is some- 
thing that we ought to continue to fund. 

Dr. Weed, you are moving around there. Did you have anything 
you would like to comment on that? 

Mr. Weed. Well, a point that I think is relevant is that we have 
heard discussion about embedding abstinence and comprehensive 
sex education together, and that may be more effective. But I think 
I have heard agreement, which I am encouraged by, that absti- 
nence ought to be the central message and the major emphasis. 

If you look, however, at the programs that claim to be absti- 
nence-plus, the ratio of a contraceptive and condom education to 
abstinence education is about 9-to-l, so it is really not the major 
emphasis, it is kind of an afterthought. It is kind of stuck in there 
to meet, I think in some cases, the political correctness of yes, well, 
we teach abstinence. 

If you look at the reality of the ratio, however, of what gets the 
most attention, that is not what is happening. 

Ms. Knox. Could I respond quickly, as well? Congresswoman 
Foxx was talking about the statistics we use and the studies that 
we use. The study that Mr. Weed is referencing I believe was a 
study that looked at how many times the word abstinence was 
mentioned on a page of comprehensive sex education curricula. 
Now, that is just the word abstinence. That is how they got that 
statistic. 

When the Federal Government does their abstinence PSAs, pub- 
lic service announcements, they don’t use the word abstinence. 
They use wait for sex until marriage. So I think that we have to 
re-look at the studies that we are using, and I just want to point 
that out there to correct the congressional record. 

Mr. Burton. I think this has been a very interesting hearing. 
You know, when you represent 700,000 people, like we do, and you 
see some positive results in a program in your District, and it is 
irrefutable as far as the statistics are concerned in my District, it 
sounds like to me, at least in my District, and I think across the 
country, as well, but at least in my District abstinence programs 
specifically designed for that do work. They have reduced by 34 
and 28 percent the pregnancy rates and the rates of communicable 
diseases. I think that is something that we should continue to sup- 
port. 

Thank you, Mr. Chairman. 

Chairman Waxman. Thank you, Mr. Burton. 

I am going to take my time. 

My view is that if the local area wants to try something that 
they think is best, let them spend their money on it; but if we are 
going to use Federal dollars, I want to be sure those Federal dol- 
lars are being used for a program that works and is successful. If 
we have had studies showing they are not successful, as we have 
with the abstinence-only programs, then I think we ought to let the 
local governments decide whether they are going to pay for it. 
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Dr. Weed, there is one thing I wanted to ask you about. In ex- 
plaining the evidence for some or these ahstinence-only programs, 
you referred to them in your testimony as ahstinence-centered pro- 
grams. One of the studies has an abstract that states, “The inter- 
vention is not an abstinence-until-marriage intervention. The tar- 
get behavior is abstaining from sexual activity until later in life 
when the adolescent is more prepared to handle the consequences.” 

Would a program that is not focused on abstinence until mar- 
riage qualify for Federal funding under the State or community- 
based abstinence-only programs? 

Mr. Weed. Would it qualify for funding if it did not target absti- 
nence until marriage? 

Chairman Waxman. Yes. 

Mr. Weed. Well, of course, you know how the A3H guidelines are 
written, but I think one of the things that helps us in this area is 
that young people who are fairly concrete 

Chairman Waxman. I am asking a very specific question, because 
my understanding is the answer would be no, that teaching absti- 
nence until marriage is the sole and mandatory purpose of these 
programs. This illustrates some of the concerns I have with the 
current policy. It isn’t just for a committed relationship or later in 
life, as valuable as I think that might be in and of itself. There are 
programs that appear to have real success, but they are being ex- 
cluded from Federal funding because they don’t meet this strict ide- 
ological test. It has to be until marriage, itself 

Mr. Weed. Well, I guess I don’t see that these other programs 
are being excluded because 68 percent of our school systems are 
using comprehensive and contraceptive education, as compared to 
25 percent who get abstinence education, so I think it is probably 
a misunderstanding to think that abstinence-centered education is 
displacing and replacing all this other stuff. I think it is still there. 
Kids can 

Chairman Waxman. It is certainly still there, but it is being 
funded at the local level, while these abstinence programs are 
being funded exclusively at the Federal level with over $1 billion. 

Dr. Santelli, did you want to comment? 

Dr. Santelli. Yes. I think Stan is absolutely wrong on that. I 
mean, the research we did, which was based again on national data 
between 1995 and 2002, showed that virtually every 15 to 19-year- 
old young woman in this society and the young men as well are 
getting abstinence education. They are getting it. What we found, 
though, was education about contraception declined sharply, so 
many fewer. So almost 100 percent of young people are getting ab- 
stinence education. It may not be abstinence-only. We don’t know 
whether it is abstinence-only, but they are getting the abstinence 
message, but only two-thirds are getting the message about contra- 
ception, and that is going down. 

Chairman Waxman. I appreciate that point. 

Now, you were asked, all of you, a few minutes ago by Ms. Foxx 
to give a yes or no answer only to a more complicated question of 
whether you would support abstinence-only if evidence became 
available that it was successful, and you had to say yes or no. A 
number of you said no and you didn’t have a chance to explain, but 
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I presume that you would have said because it is not public health 
information, it is not the full story. 

Dr. Blythe, is that accurate? 

Dr. Blythe. I totally agree. It was, I felt, like a trick question 
almost. I think that none of us at this table deny the importance 
of abstinence as a major part of the message, but it is, again, in- 
cluding all that other information that will help young people de- 
velop healthy sexual lives. 

Chairman Waxman. Thanks. I presume that was also — without 
responding, because I have very limited time already to go to other 
questions. 

One of the major concerns of opponents of comprehensive sex 
education is that teaching teens about condoms and other contra- 
ceptives will encourage them to have sex. The suggestion is that 
teaching about contraception will delude or confuse an abstinence 
message. 

Dr. Benjamin, is there any scientific evidence that comprehensive 
sex education encourages sexual activity? 

Dr. Benjamin. The answer is to the contrary, that it does not. 

Chairman Waxman. Dr. Weed, do you think it encourages sexual 
activity to talk about more comprehensive approach than just the 
abstinence-only? 

Mr. Weed. I haven’t seen evidence that addresses that directly. 
We are currently doing a study where both messages are combined 
in the classroom. It is very early, but the evidence looks like that 
the impact of the program gets minimized when the combination 
is in place. 

Chairman Waxman. OK. Well, let me ask the two young people, 
Shelby and Max. In your experiences now as young adults who 
speak with young people, what is your understanding — does com- 
prehensive sex education cause teens to have sex, or is this kind 
of education effective in encouraging teens to delay sexual activity? 

Ms. Knox. I would say once again umbrellas don’t cause rain. 
Young people are smart enough to make responsible decisions 
when they are given all the information. Myself, the young people 
that I talk to, we actually are encouraged to make more responsible 
decisions when we understand about contraception, when we un- 
derstand about using condoms, when we are not confused, when we 
don’t have misinformation, then we are more likely to make re- 
sponsible decisions. 

Chairman Waxman. Thank you very much. 

Mr. Siegel. I would assert that when we are being told that 
condoms and contraceptions do not work we are less likely to use 
them if we do choose to go about that path. 

Chairman Waxman. Thanks. 

Mr. Shays. 

Mr. Shays. Thank you, Mr. Chairman. I am sorry I was away. 
I was speaking on the floor of the House and then I was meeting 
with a mother whose daughter was raped allegedly by a Marine 
and then killed. I was meeting with that family, with her, talking 
about that issue. 

I know Mr. Burton has one quick thing he wants to say and I 
will yield to him for that purpose. 
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Mr. Burton. Real briefly, I think one of the reasons the Peer 
program in Indiana has been successful is they are training stu- 
dents to work with students, and peer to peer I think really has 
a tremendous impact on the attitudes of these young people. I 
think that is why these statistics show some dramatic results. 

I thank the gentleman for yielding. 

Mr. Shays. What I am struck with is that young people learn 
from TV, the movies, the books they read, the magazines they read, 
they learn from the Internet, they learn things from their peers. I 
think that there is a natural interest on the part of young people 
to know about things about sex. They are going to learn it. The 
question is: are they only learning part of it, and what part are 
they learning? 

Dr. Weed, where I have my problem is that you would object to 
them having the armor they need in the daily battle of life. You 
want to tell them one way, one kind of armor, but you don’t want 
to protect them, it seems to me, in all the other ways. 

Would you agree that some young people are going to not prac- 
tice abstinence? 

Mr. Weed. Yes. Some will not, and I would say that the armor 
is great, but if it is flawed armor we don’t give them the kind of 
help you need. 

Mr. Shays. You tell them it is flawed, but you tell them risks 
and you tell them information, so what you are doing is basically 
saying if you are going to abstain you are going to be protected, but 
if you do anything else you are on your own. It seems to me that 
borders on cruelty, and the young man to your left dealing with 
HIV is one of the outcomes. That is tragic. 

I just don’t get it. I don’t understand why it has to be only. Why 
only? Tell me why only? 

Mr. Weed. I think that maybe you weren’t here when I men- 
tioned this. I think that is a poor deflnition of abstinence education 
programs. 

Mr. Shays. It is an accurate one. 

Mr. Weed. No, it is not. Abstinence-centered is a very different 
picture than abstinence-only. 

Mr. Shays. Let me just say why. You can’t rest on the laurels 
of saying the States do it and someone else will tell you the rest 
of the story. The reason why my State chooses not to be part of it 
is they think it is going to ultimately result in young people being 
deprived of knowledge that could save their lives. 

Mr. Weed. We do have a premise, sir, that if we give kids more 
and better information they are going to be better decisionmakers. 
The recent research in the last 5 to 10 years on the adolescent 
brain makes us rethink that conventional wisdom. It is a whole dif- 
ferent kind of picture that is happening with young people. 

Mr. Shays. Isn’t it an interesting concept. Really what you are 
saying is abstinence-only works better if they don’t know all the in- 
formation, so we are going to deprive them. But you know what? 
Some of them are going to then try to And it on their own and it 
is going to be incomplete information, it is going to be from the 
wrong places. It seems to me it would be better that they get the 
right information from the right place. 
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Mr. Weed. That is part of the misunderstanding, that ahsti- 
nence-only, as we use that label, assumes that they don’t learn 
anything else. The fact is they do. 

Mr. Shays. Yes, hut they learn it from the wrong places. 

Mr. Weed. I am saying within an abstinence program, a good ab- 
stinence program isn’t that narrow kind of definition that you 

Mr. Shays. Is there anyone on the panel that would disagree 
with that? And tell me why? Do you agree that Dr. Weed is correct 
when he says that they are going to learn all that they need to 
know 

Mr. Weed. I didn’t say all. I said that it is not narrow the way 
you have defined it. 

Mr. Shays. Well, if they are not going to learn all they need to 
know, then your comment to me is disingenuous. 

Mr. Weed. I don’t think they are going to learn all they need to 
know in any program, including a comprehensive sex education 
program. And, as we have seen, as I have shared with you, we 
don’t have any program yet that has shown a reduction in STD 
rates that is a comprehensive education program. 

Mr. Shays. Well, even if that were true 

Mr. Weed. And it is. Yes. 

Mr. Shays. Even if it were true, I would say to you that at least 
we gave them the information. So if Mr. Siegel decides to do some- 
thing and he takes risk, at least he did it with the knowledge that 
he was taking the risk and that he wasn’t ignorant of it. 

Mr. Weed. And I think good abstinence programs do that. 

Mr. Shays. Well, all that I have read about it would totally re- 
fute that. 

Mr. Weed. You know, I have been there in them. I have watched 
them. I have observed them. I have interviewed thousands of kids. 
It is not this narrow kind of 

Mr. Shays. Could I just make one more point. 

Mr. Weed [continuing]. Perspective that we are hearing here. 

Mr. Shays. If you are telling me that an abstinence-only program 
is compromised by telling them about other ways to deal with the 
issue of sex and not having a pregnancy and not having an illness, 
if you are telling me that then encourages them to do it, you have 
this conflict, because you are telling me on one hand that weakens 
the program, and then you are telling me the program does it. 

Mr. Weed. I am saying that you can do both if you do it right 
and if you do it well. But most of the time, as we have seen in a 
lot of these programs that are now on the CDC Web site as being 
effective and proven, the information that is in both programs I 
think is going to be harmful to kids, not helpful. 

Mr. Shays. Thank you. 

Chairman Waxman. The gentleman’s time has expired. 

Mr. Souder. 

Mr. Souder. Thank you. 

Mr. Siegel and Ms. liiox, were the programs at your school fund- 
ed by the Federal Government? 

Ms. Knox. Yes. 

Mr. Siegel. I believe so. I am not certain. 

Ms. Knox. I believe so. 

Mr. Souder. What years were they? 
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Mr. Siegel. Sorry? 

Mr. SOUDER. What year were you in the program? 

Mr. Siegel. What year was I in the program? It must have been 
12 years ago. I believe 

Mr. Souder. There was not abstinence education 

Ms. Knox. I was in the program from 2001 to 2004, so it was 
within the funding. 

Mr. Souder. And you are sure that your school 

Ms. Knox. I cannot say absolutely sure, but I can get the infor- 
mation to find out. 

Mr. Souder. And we would like that for the record, because a 
description that you had of your program, that a church came in, 
did an independent program, is not likely a Federal program. 

Ms. Knox. Can I just make the clarification? That was a secular 
program. It was done by a local pastor. He was operating within 
a secular capacity within the school. That was made sure of by the 
school district. 

Mr. Souder. Because most likely that your two programs — you 
have both been very articulate, very passionate — ^but are mostly ir- 
relevant to this debate, because, in fact, what you are advocating 
is what everybody on the Republican and Democratic side said is 
that these should be State and local decisions, and abstinence edu- 
cation programs coming out of Washington, abstinence-centered, 
which I agree with Dr. Weed, have to meet certain criteria. They 
go through certain bid process, and they generally aren’t random 
at a local level. Most likely you are dealing with something that, 
were it done out of the Federal Government, you wouldn’t have had 
the experiences that you had at your school. 

In response to Mr. Jordan, one of the questions, if we are going 
to get into this, how much do we decentralize and wind up with 
all sorts of variations, or how much do we centralize. This is an in- 
teresting debate back and forth, but for the most part your experi- 
ences, if they were Federal funded, none of us would have ever sup- 
ported, and that really weren’t relevant. 

Further, you had a major factual error, Ms. Knox, and Chairman 
Waxman and I have been going around this. It is incorrect to say 
that the Federal Government funds no programs. The Federal Gov- 
ernment plans — a statement that Dr. Weed made and was de- 
bated — 12 times as much money goes into family planning. Not all 
of that goes into schools. I use the figure 2-to-l into the schools. 
In addition, I know from my own home town that displacement of 
other funds go — for example, in safe and drug-free schools — if you 
get your money for drug-free schools from other programs, that you 
can then use the money for other health programs, which then they 
use for a comprehensive sex education and health care program in 
the schools with direct Government funding, because under our 
Education Committee rules, if you cover one category then it be- 
comes fungible funding for the school. 

It is absolutely false to assert that no Federal money is in. The 
only question is whether it is twice as much in the so-called com- 
prehensive or twelve times as much, but clearly far more is spent 
of Federal dollars in this category, and it is important that the 
record shows that. 
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We are going to try to sort out exactly how that funding goes, 
hut that is just not true. 

Ms. Knox. Can I ask you for a minute to respond, as well, about 
the 

Mr. SouDER. There is not really a response to that. 

And let me say one thing else, Mr. Chairman. We have six wit- 
nesses on the majority side and one on the minority side. 

Dr. Weed, I would take you in any battle with me to do a course 
with six people, but this is as stacked a panel as I have ever expe- 
rienced as a staffer or Member in the House to only have one per- 
son on one side and six. 

Furthermore, this was represented as a scientific panel. Mr. 
Siegel and Ms. Knox have been very articulate, but they are not 
scientists. Out of the others, from what I can tell. Dr. Santelli is 
a scientist who has worked with it directly, but he is on, as he says 
in his testimony, he is a senior fellow at the Guttmacher Institute, 
very tied in with Planned Parenthood. He clearly has a bias, just 
as others would have a bias. 

It isn’t clear to me, did you do field research yourself or were you 
summarizing studies. Dr. Santelli? 

Dr. Santelli. I have worked in public health for 20 years. I 
worked in Baltimore for 5 and did a lot of field studies and I 
worked at CDC for 13 years and was involved in a whole bunch 
of studies. 

Mr. SoUDER. Reclaiming my time, your charts did go to direct 
questions, while I may not agree with them, may not agree with 
your summary. 

Dr. Fineberg clearly has summarized a group of studies, but did 
you do any of those yourself? Are you a scientist who has been out 
in the field and studied this issue? 

Dr. Fineberg. No. 

Mr. Souder. And Dr. Blythe and Dr. Benjamin basically read 
ideological statements on the behalf and summarized other people’s 
studies. But this was supposed to be a panel of scientists who were 
going to show us the true science debate that was occurring, and 
that has not happened today. It was false representation. 

Dr. Weed, I happen to remember you from another life of mine 
three jobs ago when I was the Republican staff director on the 
Children and Family Committee, and I believe in the mid-1980’s 
you did a study in Baltimore on teen pregnancy; is that correct? 

Mr. Weed. Yes. 

Mr. Souder. That is how you more or less got started in this 
field, by showing some of the ineffectiveness of the teen pregnancy 
programs in Baltimore that was astounding and resulted in pro- 
grams being put in in Baltimore because their teen pregnancy was 
totally — it was 90-some percent in some of the schools. I went up 
there and met with them. You are actually a field researcher. 

Mr. Weed. Yes. All my work has been on the ground. I have 
interviewed thousands of kids. I have personally evaluated over 
100 programs. I have data on 500,000 teenagers in my files. 

Chairman Waxman. The gentleman’s time has expired. 

The Chair wants to indicate that the witnesses who are here 
were invited because either they have done the research or they 
represent organizations. I don’t think it is fair to criticize them if 
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they represent groups like the pediatricians or the OB/GYNs or the 
American Medical Association or the Institute of Medicine. I also 
think it is unfair to say that they are not only unbalanced because 
they represent medical organizations, but that they in some way 
lack credibility because they represent — and the American Health 
Association and others — because they represent these organiza- 
tions. That is why they have been invited. 

Second, we have accepted every witness that has been rec- 
ommended to us from the Republican side of the aisle. Matter of 
fact, we have never turned down a request from the Republicans 
on any witness at any hearing. 

Third, I just think that an attack on people’s views by calling 
them ideological when they are scientists and they are medical pro- 
fessionals is trying to turn tables by calling them ideological when, 
in fact, I think that you are attacking them from an ideological per- 
spective. 

Do you want to say anything, since I have jumped on you? 

Mr. SOUDER. I wasn’t questioning the organizations. What I was 
questioning is that you earlier stated this was a scientific panel, 
and I was trying to establish that you only have two people who 
appear to have done scientific research; others were summarizing 
or giving their personal opinions. In fact. Dr. Weed was criticized 
for being ideological. I certainly criticized a number of people here 
for being ideological — making the point again that this is not really 
a scientific debate but a heavily ideological one. 

Chairman Waxman. OK. 

Well, we have the positions set out. 

Dr. Santelli, we are going to have to move on. We have a third 
panel waiting. Yes? 

Dr. Santelli. I just spent 2 days, because I am here the 3rd day 
missing part of the meetings. The American Public Health Associa- 
tion and the Academy of Pediatrics, I have served on committees 
on both of them, spend a lot of time trying to review scientific evi- 
dence. I mean, they also filter it through their clinical wisdom. 
Maggie is a great example of combining the two. All the profes- 
sional medical groups in the country are very attuned to the 
science and try to represent the best science. 

Chairman Waxman. I think that is an important statement to 
make. 

I want to thank all of you very much for your presentation to us 
and your willingness to answer questions from members of the 
committee. Thank you very much. 

Our third panel, I want to call forward Charles Keckler, who is 
the Acting Deputy Assistant Secretary for Policy at Administration 
for Children and Families at the Department of Health and Human 
Services. His department coordinates the two largest Federal absti- 
nence-only programs. 

Dr. Marcia Crosse is the director for the Healthcare Group in the 
U.S. Government Accountability Office. She has been with GAO’s 
Healthcare Group since 1996, and since then has led a variety of 
assignments on public health issues. 

I want to welcome you to our hearing today. Your prepared state- 
ments will be in the record in full. We would like to ask if you 
would to limit your oral presentation to 5 minutes. 
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It is the policy of this committee that all witnesses he sworn in 
before they testify, although it was pointed out to me that perhaps 
that didn’t happen with the last panel, but I am not sure. But we 
will continue the practice with you two, if you would please rise 
and raise your right hands. 

[Witnesses sworn.] 

Chairman Waxman. The record will indicate that both witnesses 
answered in the affirmative. 

Mr. Keckler, why don’t we start with you? 

STATEMENTS OF CHARLES KECKLER, ACTING DEPUTY AS- 
SISTANT SECRETARY FOR POLICY, ADMINISTRATION FOR 

CHILDREN AND FAMILIES, U.S. DEPARTMENT OF HEALTH 

AND HUMAN SERVICES; AND MARCIA CROSSE, PH.D., DIREC- 
TOR, HEALTHCARE, U.S. GOVERNMENT ACCOUNTABILITY 

OFFICE 

STATEMENT OF CHARLES KECKLER 

Mr. Keckler. Mr. Chairman and members of the committee, 
thank you for the opportunity to discuss abstinence education pro- 
grams administered by the Department of Health and Human 
Services. 

The administration continues to support abstinence education 
programs as one among several methods to address the continuing 
problems created by adolescent sexual activity, the result of which 
includes unacceptably high rates of non-marital child-bearing and 
sexually transmitted diseases among America’s youth. Remarkable 
progress has occurred in this area over the last 15 to 20 years. 
Pregnancy among 15 to 17-year-old girls declined over 20 percent 
since the early 1990’s, although it remains above the rates for 
other industrialized nations. 

Teenage sexual activity and non-marital child-bearing have seri- 
ous consequences for teens, their families, their communities, and 
our society. The two greatest risk factors for teen pregnancy and 
transmission of STDs are age at first onset and number of part- 
ners. In other words, if a teen delays the onset of sexual activity 
and reduces the number of partners, they are much less likely to 
become pregnant or get someone pregnant. 

By definition, abstinence education programs aim to address 
these two risk factors. Abstinence is the only 100 percent effective 
method to prevent pregnancy and sexually transmitted diseases. 
Through education, mentoring, and peer support, abstinence edu- 
cation helps teens delay the onset of sexual activity and reduce the 
number of sexual partners they have. In addition to the serious 
risks of disease, early child-bearing often limits later opportunities 
for both the parents and the children involved, creating risks of a 
fragile family structure, poverty, and welfare dependence. 

HHS’ abstinence education programs are part of a broader strat- 
egy to combat teen pregnancy and STDs. Over the last 5 years, the 
Department estimates that it has expended billions of dollars to- 
ward this effort. 

HHS funds a variety of interventions, both primary models, 
which include a risk avoidance message provided through absti- 
nence education programs, as well as secondary models, which in- 
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elude a risk reduction message. These interventions provide infor- 
mation about the risks of sexual activity and the ways to eliminate 
or reduce these risks, with the goal of altering adolescent attitude 
and behaviors in ways that lead to healthier outcomes. 

Other interventions can provide direct health services to adoles- 
cents, including administering contraception and providing infor- 
mation about its proper use. Beyond abstinence education, the De- 
partment provides at least $300 million annually to administer a 
variety of pregnancy prevention or STD/HIV prevention and aware- 
ness programs. Some of these programs may include information 
about abstinence or encouraging delayed sexual activity, but are 
not subject to the Title V, Section 510 A-H definition of abstinence 
education in the Social Security Act. 

Curriculum often called abstinence-plus or comprehensive sex 
education could be supported under these funding streams. Addi- 
tionally, the Department provides hundreds of millions annually in 
family planning services to adolescents through a variety of pro- 
grams. Of the total Federal resources devoted to combatting teen 
pregnancy and STD prevention, abstinence education accounts for 
a fraction. 

As a general matter, health education interventions have a 
record of mixed success. While the majority of studies have shown 
a limited impact on sexual behavior, some programs have shown 
evidence for effectiveness. This became increasingly apparent dur- 
ing the 1990’s, as studies showed certain programs had effects of 
delaying the age at first intercourse and sometimes reducing the 
frequency of sexual activity or the number of partners involved. 

The use of abstinence education curricula as such has a shorter 
history of evaluation, but the results have been similar. Some peer 
reviewed research has shown an effect in delaying intercourse 
among program participants. Other studies have shown some effect 
on partner number, even if intercourse is not delayed. 

We are using the results of these studies to identify the charac- 
teristics that distinguish effective from ineffective implementations. 
There is no strong evidence for a decline in the use of contraception 
as a consequence of these programs. 

The administration believes that the abstinence education pro- 
gram sends the healthiest message, as it is the only certain way 
to avoid out-of-wedlock pregnancy and sexually transmitted dis- 
eases. The great majority of American parents agree. A 2007 poll 
conducted by the National Campaign to Prevent Teen Pregnancy 
found that 90 percent of teens age 12 to 19 and 93 percent of 
adults agree that it is important for teens to be given a strong mes- 
sage that they should not have sex until they are at least out of 
high school. 

The administration appreciates the opportunity to update the 
committee on the progress we are making in this important area 
of adolescent health and remains committed to providing accurate 
information that effectively assists young people to make healthy 
and responsible choices as they mature toward adulthood. 

I would be pleased to take any questions that you may have. 

[The prepared statement of Mr. Keckler follows:] 
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Mr. Chairman and Members of the Committee, thank you for providing me with 
the opportunity to discuss the abstinence education programs administered by the 
Department of Health and Human Services. The Administration continues to support 
abstinence education programs, as one among several methods used by educators to 
address the continuing problems created by adolescent sexual activity, the result of which 
includes unacceptably high rates of non-marital childbearing and sexually transmitted 
diseases among America’s youth. Remarkable progress has occurred in this area over the 
last 15-20 years. Teenage pregnancy among 15-17 year-old girls declined over 20% 
since the early 1990s, although it remains substantially above the rates recorded for other 
industrialized nations. Teenage sexual activity and non-marital childbearing have 
serious consequences for teens, their families, their communities and our society. The 
two greatest risk factors for teen pregnancy and transmission of STDs are the age at first 
onset, and the number of partners. In other words, if a teen delays the onset of sexual 
activity and reduces the number of partners, they are much less likely to become pregnant 
or get someone pregnant compared to those who don’t. 

By definition, abstinence education programs aim to do just that. Abstinence is 
the only 100 percent effective method to prevent pregnancy and sexually transmitted 
diseases. Through education, mentoring, counseling and peer support, abstinence 
education services help teens delay the onset of sexual activity and reduce the number of 
sexual partners they have. The ideal of abstinence programs is to encourage individuals 
to wait to experience sexual relations within the context of a healthy marriage. 

Abstaining until you get married also has another beneficiary. There is a wide body of 
social science literature showing more positive outcomes across a variety of measures for 
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children raised in 2-parent married households when compared to their peers in 
unmarried households. 

In addition to the serious risks of disease, early childbearing very often limits later 
opportunities for both the parents and the children involved, creating greatly enhanced 
risks of a fiagile family structure, poverty and welfare dependence. The State Abstinence 
Education Program and the Commimity-Based Abstinence Education (CBAE) Program 
of the Administration for Children and Families, together with the Adolescent and 
Family Life Program from the Office of Population Affairs, provide useful tools to help 
parents, schools, conununities and States guide our Nation’s youth away from these 
devastating outcomes. As requested by the Committee, my testimony will provide 
background on these programs and discuss what we know and what we are seeking to 
learn about their effectiveness. I also would like to take this opportunity to discuss recent 
steps we have taken to improve administration of the programs and increase our 
knowledge of their operation. However, before I describe the abstinence education 
programs, evaluation efforts, and efforts to improve program administration, I will first 
provide some background on HHS’ comprehensive strategy to combat teen pregnancy 
and sexually-transmitted diseases. 

Background: HHS’ Comprehensive Strategy 

HHS’ abstinence education programs are part of a broader strategy to combat teen 
pregnancy and STDs. Over the last five years, the Department estimates that it has 
expended billions of dollars towards this effort. HHS funds a variety of interventions, 
both primary models which include a risk-avoidance message provided through 
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abstinence education programs, as well as secondary models, which include a risk- 
reduction message. These interventions provide information about the risks of sexual 
activity and the ways to eliminate or reduce these risks, with the goal of altering 
adolescent attitudes and behaviors in ways that lead to healthier outcomes. Other 
interventions can provide direct health services to adolescents, including administering 
contraception and providing information about its proper use. Beyond abstinence 
education, the Department provides at least $300 million armually to administer a variety 
of pregnancy prevention or STD/HIV prevention and awareness programs. Some of 
these programs may include information about abstinence or encouraging delayed sexual 
activity, but are not subject to the Title V, Section 510 A-H definition of abstinence 
education in the Social Security Act Curriculum often called “abstinence-plus” or 
“comprehensive sex education” could be supported under these funding streams. 
Additionally, the Department provides hundreds of millions annually in family planning 
services to adolescents through a variety of programs. Of the total federal resources 
devoted to combating teen pregnancy and STD prevention, abstinence education accounts 
for a fraction. The majority of departmental funding devoted to this effort includes 
family planning services, pregnancy prevention activities, and other STD or HIV 
prevention and awareness activities for adolescents. 

Abstinence education, unlike a comprehensive sex education message, has been 
given a detailed statutory definition by Congress in Title V of the Social Security Act, as 
part of the Personal Responsibility and Work Opportunity Reconciliation Act enacted in 
1996 during the Administration of President Clinton. However, because comprehensive 
sex education curricula may include information about abstinence, although to varying 
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degrees, these approaches in practice exist along a continuum of approaches rather than 
as two completely distinct approaches. The main difference is that comprehensive sex 
education programs, in addition to abstinence education, also provide instruction about 
the use of various forms of contraceptive devices. In other words, abstinence education 
programs do not provide detailed instructions on how to use contraceptive devices, 
although some provide information about the relative effectiveness of contraceptive 
devices in preventing pregnancy and disease. This is because the statute requires using 
federal funds for the “exclusive purpose” of teaching abstinence. In epidemiological 
terms, both interventions are oriented toward risk prevention; abstinence education is 
folly focused on risk prevention using a primary public health intervention. 
Comprehensive sex education mixes the risk-prevention message with a risk-reduction 
component, using a secondary public health model. By contrast, a pure risk-reduction 
program could, for example, involve simply distributing contraceptives to adolescents 
and demonstrating their proper use. 

Background: Abstinence Education Programs 

HHS’ Administration for Children and Families is responsible for administering 
the State Abstinence Education program. This program was first authorized in 1998 to 
provide up to $50 million per year in grants to States by Title V of the Social Security 
Act. Funds are allocated to States and territories according to a pro-rata method based on 
the ratio of the number of low-income children in each State to the total number of low- 
income children in all States. States must match every four dollars they receive in federal 
abstinence education funds with three non-federal dollars. In FY 2007, approximately 
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$39 million dollars was awarded to 40 States, the District of Columbia, and three 
territories. 

The Administration for Children and Families also administers the Community- 
Based Abstinence Education (CB AE) program. This program was first fimded in FY 
2001 to support public and private entities for implementation of abstinence education 
programs for adolescents ages 12 through 18. Annual appropriations language also 
references the statutory definition of abstinence education program in Title V, Section 
5 10 of the Social Security Act for administering CBAE. These programs are focused on 
educating young people and creating an environment within communities that supports 
adolescent decisions to postpone sexual activity until marriage. Grantees include public 
and private entities such as community-based and faith-based organizations, hospitals, 
health centers, school systems and other youth services agencies. In FY 2008, Congress 
appropriated $113 million for the CBAE program. These funds will be used to support 
approximately 1 88 new start and continuation grants, as well as fund technical assistance, 
evaluation, research, and public education campaign. The FY 2009 Budget requests an 
increase of $28 million for CBAE. 

The final abstinence education program administered by HHS is the Adolescent 
Family Life (AFL) program. This program is administered by the Office of Population 
Affairs within the Office of Public Health and Science and supports two types of 
demonstration grants: (1) Prevention (abstinence education) that promotes and evaluates 
abstinence from sexual activity among adolescents; and (2) care demonstration grants 
that provide and evaluate comprehensive health and social services for pregnant and 
parenting adolescents. The prevention demonstrations are abstinence education projects 
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that have been tied by legislative language in the annual appropriation bill to the statutory 
definition of abstinence education program in Title V, Section 510 of the Social Security 
Act. These demonstrations aim to find effective means of reaching preadolescents and 
adolescents before they become sexually active and to encourage them to abstain from 
sexual activity and other risky behaviors. The care demonstrations attempt to identify 
ways to minimize the consequences of this sexual activity by supporting projects for 
pregnant and parenting teens, their infants, their partners and their families. The 
abstinence education component of AFL is funded in FY 2008 at $13 million and 
supports 37 competitively awarded grants to public or private organizations. The FY 
2009 Budget continues to request $13 million for this program. 

Together, the three abstinence education programs reach more than two million 
youth every year. Countless other youth and families are reached through a national 
media campaign. The Parents Speak Up National Media Campaign, developed through a 
partnership with the Office of Public Health and Science, provides public service 
annoimcements encouraging parents to talk to their preteens and teens about waiting to 
have sex, and to share their values and expectations for their children’s future. The 
campaign has developed and distributed media messages, established a website, and 
developed strategies for targeting Hispanic, African American and Native American 
communities. 

Abstinence education is an important preventive component of an overarching 
federal strategy designed to protect youth from the physical, psychological and economic 
consequences associated with teenage sexual activity and non-marital childbearing. 
Teenage pregnancy among 15-17 year-old girls declined over 20% since the early 1990s, 


- 7 - 



305 


although it remains substantially above the rates recorded for other industrialized nations. 
This decline in teenage pregnancy has been driven by both declines in early sexual 
activity and by more consistent use of contraception among teens, although there is an 
on-going debate in the research community about the relative contribution of these 
trends. 

Evaluation of Abstinence Education Programs 

Increasing abstinence among early adolescents cannot be wholly or directly 
attributed to health education interventions, including abstinence education. The current 
research questions surrounding the effectiveness of abstinence education programs are 
largely focused on the following: Are abstinence education programs equally or more 
effective in promoting abstinence than comprehensive sex education programs and does 
the absence of an explicit risk-reduction element in abstinence education cause 
participants to be less likely to use contraception if they engage in intercourse? 

As a general matter, health education interventions have a record of mixed 
success. While the majority of studies have shown a limited impact on sexual behavior, 
some programs have shown evidence for effectiveness. Increasingly evident during the 
1 990s, studies showed certain programs had some effect on delaying the age at first 
intercourse, and in reducing the frequency of sexual activity or the number of partners 
involved. The use of abstinence education curricula, as such, has a shorter history of 
evaluation, but the results have been similar. Some peer-reviewed research has shown a 
significant effect in delaying intercourse among program participants. Other studies have 
shown some effect on partner number even if intercourse is not delayed. We are using 
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the results of these studies to identify the characteristics that distinguish effective from 
ineffective implementations. There is no strong evidence for a decline in the use of 
contraception as a consequence of these programs. 

Recently, the Department reported the final results of a years-long longitudinal 
study by Mathematica Policy Research of five projects among the first group of 
abstinence education programs created by Title V and overseen by the State grantees. 
Some of these projects were effective in increasing participants’ knowledge of sexually- 
transmitted diseases, and in the short-term, increasing pro-abstinence attitudes and the 
support of an individual’s peers for abstinence. Both of these psychosocial traits were 
predictive of later abstinence; but the positive effects created by the intervention eroded 
rapidly in the intervening teen years. By the time of the last data collection four to six 
years later, behavioral and biological outcomes such as rates of sexual activity and 
pregnancy were not statistically distinct from a control population that had received the 
usual services available in that area. An important additional result of the study was that 
there was no additional risk of unprotected sex among abstinence education participants, 
contrary to the concern that lack of a contraception instruction component could create 
additional risk in this regard. 

From a policy perspective, a key question is whether the relevant biological and 
behavioral outcomes differ systematically between abstinence education and 
comprehensive sex education programs, where both are available. Put simply, when we 
have the option to provide either type of curricula, is it possible to show that one is better 
than another in preventing disease transmission and teen pregnancy? This question was 
not addressed in the recent Mathematica research, nor has such a comparison ever been 
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made in any other major abstinence or comprehensive sex education evaluation to date. 
Currently, the Department is funding a long-term sUidy in collaboration with the 
University of Texas Health Sciences Center that has randomly assigned students to the 
two different types of treatments, or to a control group. This type of experimental study 
design should provide us important new evidence that allows direct comparison between 
the two types of treatments. Data collection from this study, funded primarily by the 
Centers for Disease Control and Prevention and also ACF, is expected to be complete in 
May, 2010. At the current time, there is no reason to believe that programs involving 
abstinence education cannot be designed to be more effective with the available 
curricular alternatives in encouraging delays or reductions in adolescent sexual activity, 
and such programs do not appear to cause any decrease in the use of contraception by 
participants who choose not to abstain. 

The Administration believes that the abstinence education program sends the 
healthiest message as it is the only certain way to avoid out-of-wedlock pregnancy, and 
sexually transmitted diseases. The great majority of American parents agree: a 2007 poll 
conducted by the National Campaign to Prevent Teen Pregnancy found that 90 percent of 
teens aged 12-19 and 93 percent of adults agree that it is important for teens to be given a 
strong message that they should not have sex until they are at least out of high school. 

Also, the Health Education Guidelines used by many States and local school 
districts require use of abstinence education curricula. Likewise, many current grantee 
organizations would likely no longer apply to participate in providing health education 
programs if they were required to give instruction in contraceptive techniques. These 
jurisdictions and grantees have such constraints for a variety of reasons. For instance, 
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some have concerns that comprehensive sex education curricula do not fulfill their stated 
goal of making abstinence the primary message. Because abstinence education curricula 
must comply with Congress’s statutory criteria, they represent a safe harbor for those 
agencies and entities seeking assurance that the curricula they choose comports with their 
requirements. Consequently, the abstinence education service option expands the range 
of possible providers, as well as the populations they can serve. 

Progress in Administration of Abstinence Education Programs 

In October 2006, the Government Accountability Office released a report on 
assessing the accuracy and effectiveness of federally funded abstinence education 
programs. Since this report was released, HHS has taken steps to improve the 
administration of abstinence education programs. Specifically, HHS’ efforts have 
focused on heightened program oversight and strengthened expectations of our grantees. 

HHS requires abstinence education grantees to comply folly with Section 317P of 
the Public Health Service Act. Section 317P requires mass-produced educational 
materials that are specifically designed to address sexually transmitted diseases to contain 
medically accurate information about condom effectiveness. Although abstinence 
education grantees do not always use materials that are subject to Section 31 7P's 
requirements, when they do, they are required to adhere to Section 317P by discussing 
condom effectiveness or ineffectiveness in the disease transmission context in a 
medically accurate way. 

Compliance with 31 7P is part of HHS’s broader commitment to scientific 
accuracy in abstinence education, a concern that has been expressed by the GAO and the 


-11 - 




309 


Committee, and which the Department fully shares. First, in FY 2007 ACF implemented 
GAO’s recommendation to require Community-Based Abstinence Education and State 
Abstinence Education grantees to sign a written assurance in their grant applications 
stating that education materials are factually accurate. Additionally, ACF attached a 
special condition requiring that each grantee correct any medical inaccuracies identified 
by ACF in the proposed curriculum. Failure to provide satisfactory resolution to all 
medical accuracy issues raised by ACF will result in the withholding of funds and/or 
termination of the project, or both. 

Also as recommended by GAO, curricula used by grantees in the Community- 
Based Abstinence Education program are now reviewed by an independent panel of 
medical professionals. When considering CBAE grantee plans, the proposed curriculum 
is reviewed by a research analyst who notes any statements of fact that are not referenced 
and obtains source documents, when available, of all references that are given. The 
curriculum is then reviewed by a medical professional (a doctor or nurse in the field of 
obstetrics and gynecology) to compare the information in the curriculum to the 
information in the sources, which are themselves assessed for scientific validity. In 
tandem with these efforts, ACF also requires States to provide their strategies for 
ensuring accuracy of medical and scientific information in the State Abstinence 
Education program. 

In addition to increasing assurance of accuracy, the Department is also committed 
to making the changes necessary to increase program effectiveness. CBAE grantees are 
required to spend a minimum of 15 percent of funds on evaluation of their programs, and 
there is now an increased emphasis on standardized evaluations that will allow us to 
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aggregate data from multiple grantees to conduct program-wide analyses with large 
sample sizes. This will also greatly increase our ability to compare grantees with one 
another by identifying best practices in efficiency and effectiveness as well as those 
grantees that are underperforming. For example, grantees are required to report 
quantitative data on the number of youth served, the hours of service per youth, and the 
proportion of youth that complete the program. We are also requiring a new standardized 
survey that will be administered by CBAE grantees to all youth served both before and 
after service delivery, and a follow-up survey 6-12 months upon the completion of the 
intervention. The questions will measure initiation and discontinuation of sexual 
intercourse as well as evidence-based predictors of age at first intercourse, such as sexual 
attitudes and behavioral intentions. Combined, these data soiuces will help us to track 
how grantees are using their funds, and which ones are efficiently achieving meaningful 
change in adolescent sexual behavior. 

In its report, GAO also expressed the expectation that certain ongoing research 
projects such as the Mathematica evaluation, when completed, should provide direction 
to our efforts in abstinence education. I am pleased to report that the final results of the 
Mathematica research study, released in April and August 2007, have already begun to be 
incorporated into programmatic changes as part of the Department’s emphasis on 
evidence-based policy development. The results of the Mathematica study indicate that 
targeting abstinence education to youth only in their early adolescent years may not be 
sufficient, and the programs may be more effective if interventions occiu more closely in 
time to heightened risks of sexual activity in the high school years or are at least 
sustained up until that time. Based on these findings, preferences will be given to grant 
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applications that show their programs include high school aged youth. The Mathematica 
study also indicated that the programs heighten pro-abstinence attitudes and ftiends’ 
support for abstinence and are significant predictors of future abstinence, but that both 
frequently erode over the years following the intervention. We now have specific criteria 
that encourage grantees to focus on developing and sustaining peer networks among 
adolescent participants, which is expected to create mutual support for abstinence 
education and to increase the probability of favorable biological and behavioral outcomes 
in the long-term. 

The Administration appreciates the opportunity to update the Committee on the 
progress we are making in this important area of adolescent health and remains 
committed to providing accurate information that effectively assists young people to 
make healthy and responsible choices as they mature towards adulthood. 

I would be pleased to answer any questions that you have. 
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Chairman Waxman. Thank you very much. 
Dr. Crosse. 


STATEMENT OF MARCIA CROSSE 

Ms. Crosse. Mr. Chairman and members of the committee, I am 
pleased to be here today as you examine abstinence education pro- 
grams. 

My testimony is based on GAO’s report on this topic that we pre- 
pared for you and other congressional requesters in October 2006, 
and we have updated certain information for today’s hearing. You 
asked that we examine efforts to assess the scientific accuracy of 
materials used in abstinence education programs and efforts to as- 
sess the effectiveness of these programs. 

I will also discuss a Public Health Service Act requirement re- 
garding medically accurate information about condom effectiveness 
that may be relevant for abstinence education materials. 

We reported 18 months ago that efforts by HHS and States to 
assess the scientific accuracy of materials used in abstinence edu- 
cation programs have been limited. At the time, HHS’ Administra- 
tion for Children and Families [ACF], did not review its grantees’ 
education materials for scientific accuracy in either the State or the 
community-based programs, nor did it require the grantees in ei- 
ther program to do so. Further, not all States that received funding 
from ACF had chosen to review the accuracy of their program ma- 
^6X’ld.ls 

In contrast to ACF, HHS’ Office of Population Affairs [OP A], had 
reviewed the scientific accuracy of its grantees’ proposed education 
materials and any inaccuracies that were found had to be corrected 
before those materials were used. 

The extent to which federally funded abstinence education mate- 
rials are inaccurate wasn’t known, but both OPA and some States 
reported finding inaccuracies. For example, one State official de- 
scribed an instance in which abstinence education materials incor- 
rectly suggested that HIV can pass through condoms because the 
latex used in condoms is porous. 

To address concerns about the scientific accuracy of materials 
used in these programs, we recommended in our report that the 
Secretary of HHS develop procedures to help assure the accuracy 
of such materials. In response to our recommendation, ACF is cur- 
rently implementing a process to review the accuracy of commu- 
nity-based grantees’ curricula and has required those grantees to 
sign assurances that the materials they propose using are accurate. 
HHS reported to us that in the future State program grantees’ will 
also have to sign written assurances and provide ACF with descrip- 
tions of their strategies for reviewing the accuracy of their pro- 
grams. 

We also examined efforts to assess the effectiveness of abstinence 
education programs. At the time of our report, we found that HHS, 
States, and researchers had made a variety of efforts to assess ef- 
fectiveness. For example, ACF analyzed national data on adoles- 
cent birth rates and the proportion of adolescents who report hav- 
ing had sexual intercourse. Additionally, 6 of the 10 States in our 
review worked with third party evaluators to assess the effective- 
ness of their programs. 
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However, the conclusions that can be drawn from these efforts 
are limited because most of the efforts to evaluate program effec- 
tiveness have not met certain minimum criteria, such as random 
assignment of participants and sufficient followup periods and sam- 
ple sizes that are necessary for such assessments to be scientif- 
ically valid. 

Further, the results of some efforts that do meet such criteria 
have varied. Since our report was issued, a key HHS-funded study 
has been completed which found few differences on a variety of 
measures of sexual activity between youth who participated in ab- 
stinence education programs and control group youth. 

Finally, while conducting work for our 2006 report we identified 
a legal matter that required the attention of HHS. A section of the 
Public Health Service Act, Section 317 P, requires certain edu- 
cational materials to contain medically accurate information about 
condom effectiveness. At the time of our review, an ACS official re- 
ported that materials prepared by abstinence education grantees 
were not subject to this provision. However, we concluded that this 
requirement does apply to abstinence education materials prepared 
and used by Federal grant recipients, depending on their sub- 
stantive content. In other words, for materials that meet the statu- 
tory criteria, HHS’ grantees are required to include information on 
condom effectiveness, and that information must be medically accu- 
rate. Therefore, we recommended that HHS adopt measures to en- 
sure that, where applicable, abstinence education materials comply 
with this requirement. 

HHS has told us that they have accepted our recommendation. 
The fiscal year 2007 community-based program announcement pro- 
vides information about the applicability of this requirement, and 
future State program announcements will also include information 
on this requirement. 

In conclusion, when we reported to you 18 months ago on this 
topic we identified several concerns and information gaps in HHS’ 
abstinence education programs and made recommendations to the 
Department. HHS has now begun to make changes in response to 
our recommendations which could improve the accuracy of the ma- 
terials used in these programs. 

Mr. Chairman, this concludes my prepared remarks. I would be 
happy to answer any questions that you or other members of the 
committee may have. 

[The prepared statement of Ms. Crosse follows:] 
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ABSTINENCE EDUCATION 

Assessing the Accuracy and Effectiveness of 
Federally Funded Programs 


What GAO Found 

Efforts by HHS and states to assess the scientific accuracy of mat erials used 
in abstinence-until-marriage education programs have been limited. As of 
October 2006, HHS’s ACF — which awards grants under two programs that 
account for the largest portion of federal spending on abstinence education — 
did not review its grantees’ education materials for scientific accuracy, nor did 
it require grantees of either program to do so. Not all states that; receive 
funding from ACFliad chosen to review their program materials for scientific 
accuracy. OPA reviewed the scientific accuracy of grantees’ proposed 
education materials, and any inaccuracies found had to be coiTCcted before 
thc«e material could be used. The extent to which federally funded 
abstinence-until-marriage education materials are inaccurate was not knowm, 
but OPA <md some states reported finding inaccuracies. GAO recommended 
that the Secretary of HHS develop procedures to help assure the accumey of 
abstinence-until-marriage education materials. An ACF official reported that 
ACF is currently implementing a process to review the accuracy of 
Community-based grantees’ curricula and has required those grantees to sign 
assurances tliat the materials they propose using are accurate. The official 
also reported that, in the future, state grantees will have to provide ACF with 
descriptions of tlieir strategies for reviewing the accuracy of Uieir programs. 

As of August 2006, HHS, states, and researchers had made a variety of efforts 
to a^ess the effectiveness of abstinence-until-mjirriage education programs, 
but a number of factors limit the conclusions that can be drawn about the 
programs’ effectiveness. ACF and OPA have required their grantees to report 
on various outcomes usixl to measure program effectiveness. To assess 
effectiveness of its grantees’ programs, ACF has analyzed national data on 
adolescent birth rates and the proportion of adolescents who report having 
had sexual intercourse. Additionally, 6 of tiie 10 states in GAO’s review 
worked with third-party evaluators to assess the effectiveness of abstinence- 
until-marriage programs in tiieir states. However', five conclusions that can be 
drawn are limited because most of the efforts to evaluate program 
effectiveness have not met certain minimum criteria that experts have 
concluded are necessaiy for such assessments 1;o be scientifically valid. 
Additionally, tlie results of some efforts ihal do meet such criteria have varied. 

While conducting work for its October 2006 report, GAO identified a legal 
matter that required the attention of HHS, Section 3I7P(c)(2) of the Public 
Health Service Act requires certain educational materials to contain medically 
accurate infonnation about condom effectiveness. GAO concluded that this 
requirement would apply to abstinence education materials prepared and 
used by federal grant recipients, depending on their substantive content, and 
recommended tliat HHS adopt measures to ensure that, where applicable, 
abstinence education materials comply with this requirement. The fiscal year 
2{K)7 program mmounceraent for tlie Community-based Program provides 
infonnation about the applicability of this requirement, and future State and 
Community-based Program announcements ai'e to include this information. 

United States Government Accountability Office 



316 


Mr. Chairman and Members of the Committee 

I am pleased to be here today as you examine federally funded abstinence- 
until-marriage education programs. Reducing the incidence of sexually 
transmitted diseases (I^D) and unintended pregnancies among 
adolescents has been an important objective of the Department of Health 
and Human Services (HHS). Among its efforts to do so, HHS funds 
abstinence-until-marriage education programs. These programs are 
delivered by a variety of entities, including schools, human service 
agencies, and faith-based organizations. Studies have raised concerns 
about the accuracy of the educational materials that are incorporated into 
these programs, as well as the effectiveness of the programs themselves. 
My remarks today are primarily based on our October 2006 report on the 
oversight of federally funded abstinence-until-marriage progran^, 
Abstinence Education: Efforts to Assess the Accuracy and Effectiveness 
of Federally Funded Programs (GAO-07-87).’ In that report, we 
recommended that the Secretary of Health and Human Services develop 
procedures to help assure the accuracy of such materials. Today, I will 
discuss findings from our report on (1) efforts by HHS and states to assess 
the scientific accuracy of materials used in abstinence-until-marriage 
programs, and (2) effoits by HHS, states, and researchers to assess the 
effectiveness of abstinence-until-marriage education programs as well as 
updates on selected information. I will also discuss a legal matter that 
came to our attention during the course of our work regarding the 
applicability of section 3l7P(c)(2) of the Public Health Service Act to 
Abstinence Education programs. We recommended in a letter dated 
October 18, 2006, that HHS adopt measures to ensure that, where 
applicable, abstinence-until-marriage education materials comply with the 
requirement that educational materials specificaUy designed to address 
STDs contain medically accurate information about condom effectiveness 
in preventing the STDs the materials were designed to address.^ 


‘GAO, Abstinence Edtication: Efforts to Assess the Accuracy and Effectiveness of 
Federally Funded Progra^ns, GAO-07-87 (Was!\ington, D.C.: Oct. 3, 2006), This report is 
available online at httpV/www.gao.gov. 

^42 U.S.C. § 247b-17Cc)(2) (2000); see GAO, Abstiixence Education: Applicability of Section 
317P of the Public Health Service Act, B-308128 (Wasliington, D.C.: Oct. 18, 2006). This 
letter is available online at http://www.gao.gov. 
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For our ass^ment of the accuracy and effectiveness of abstinence-until- 
marriage education programs, we focused our review on the three main 
federally funded abstinence-until-marriage programs: the Abstinence 
Education Program (State Program), the Community-Based Abstinence 
Education Program (Community-Based Program), and the Adolescent 
Family Life (A^) Program. Tlte State Program and the Community-Based 
Program are both administered by HHS’s Administration for ChUdren and 
Families (ACF); AFL is administered by HHS's Office of Population Affairs 
(OPA). According to HHS, funding for the three abstinence-untii-marriage 
programs was about $165 million in fiscal year 2007. 

In order to describe the efforts to assess the scientific accuracy of 
program materials, we reviewed published reports, program 
announcements, Federal Register notices, agency Web sites, and other 
documents related to abstinence-untii-marriage education. We did not 
assess the criteria used to determine the scientific accuracy of education 
materials or the quality of the reviews. We interviewed officials from ACF 
and OPA. We also interviewed officials from the 10 states that received the 
largest share of federal funding (together accounting for 51 percent of the 
total funding in fiscal year 2005) through the State Program for abstinence- 
untii-marriage education.® 

To describe efforts by HHS, states, and researchers to assess the 
effectiveness of abstinence-untii-marriage education programs, we 
focused on efforts that examined the extent to which these programs 
achieved their program goals. In general, these goals include teaching 
adolescents to abstain from sexual activity until marriage in order to avoid 
unintended pregnancies, STDs, and related health problems. As part of our 
review, we compared these efforts to the design characteristics that 
experts have identified as important for a scientifically valid study of 


10 ^ates tJ»at received the Jai^st share of funding in fiscal year 2005 through the 
State Pro^am were Arizona, FlOTida, Georgia, Illinois, Louisiana, Michigan, New York. 
North Carolina, Ohio, and Texas. 
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program effectivene^/ We reviewed journal articles and other published 
reports, ^ency budget submissions, program announcements, agency and 
grantee performance reports, Federal Register notices, agency Web sites, 
and other documents related to abstinence-until-marriage education.^ We 
also interviewed officials from ACF, OPA, the Centers for Disease Control 
and Prevention (CDC), the National Institutes of Health (NIH), the Office 
of the Assistant Secretary for Planning and Evaluation (ASPE), and 
10 states that received the largest share of federal funding for abstinence- 
only education through the State Program in fiscal year 2005. We focused 
our review on efforts to assess the scientific accuracy of materials and the 
effectiveness of the programs during fiscal year 2006. We conducted this 
work from October 2005 through September 2006 and during April 2008 in 
accordance with generally accepted government auditing standards. Those 
standards require that we plan and perform the audit to obtain sufficient, 
appropriate evidence to provide a reasonable basis for our findings and 
conclusions based on our audit objectives. We believe that the evidence 
obtained provides a reasonable basis for our findings and conclusions 
based on our audit objectives. 

To assess tlie applicability of section 317P(c)(2) of the Public Health 
Service Act to abstinence-until-marriage education programs, we reviewed 
the statute, pertinent legislative history, and relevant program guidance. In 
addition, we solicited the views of HHS officials on this issue. 

In summary, we found that efforts by HHS and states to assess the 
scientific accuracy of materials used in abstinence-until-marriage 
education programs had been limited. ACF did not review its grantees’ 
education materials for scientific accuracy and did not require that 


"“See Douglas Kirby, Emerging Answers: Research Findings on Programs tx> Reduce Teen 
Pregnancy (Washington, D.C.: National Campaign to Prevent Teen Pregnancy, 2001). The 
experts identifying the design characteristics of a scientifically valid study for the National 
Campaign to R-event Teen l^regnancy were drawn from institutions that include the 
National Institutes of Health, the Medical Institute for Sexual Health, the Alan Guttmacher 
Institute, the Institute for Research and EvtUuation, and various universities. vSee David 
Satcher, The National Consensus Process on Sexual Health and Responsible Sexual 
Behavior: Interim Report (Atlanta: Morehouse School of Medicine, 2006), Tlie panel 
convened by former Surgeon General David Satcher included experts from a variety of 
organizaUons, including the Medical Institute for Sexual Health, the Alan Guttmacher 
Institute, and the American Academy of Pediatrics. In addition, characteristics of a 
scientifically valid study have been identified by other experts in the field of evaluation 
research. For exmnple, see Carol H. Weiss, Evaluation (Upper Saddle River; Prentice Hall, 
1998). 

■'For a more detailed description of our literature review methodology, see GAO-07-87. 
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grantees of either the State Program or the Community-Based Program do 
so. In addition, not all states that received funding through ACF’s State 
Program chose to review their program materials for scientific accuracy. 
Five of the 10 states in our review conducted such reviews. In contrast to 
ACF, OPA did review the scientific accuracy of AFL grantees’ proposed 
educational materia and any inaccuracies found had to be corrected 
before the materials could be used. While we reported that the extent to 
which federally funded abstinence-until-marriage education materials are 
inaccurate was not known, in the course of their reviews OPA and some 
states reported that they had found some inaccuracies in abstinence-until- 
marriage education materials. For example, one state official described an 
instance in which abstinence-until-marriage materials incorrectly 
suggested that HIV can pass through condoms because the latex used in 
condoms is porous. To address concerns about the scientific accuracy of 
materials used in abstinence-until-marriage programs, we recommended 
that the Secretary of HHS develop procedures to help assure the accuracy 
of such materials, and HHS agreed to consider this recommendation. In 
April 2008, an ACF official reported that, in response to our 
recommendation, ACF began requiring in fiscal year 2007 that community- 
based grantees sign written assurances that the materials they propose 
using are accurate. This official also reported that, starting in fiscal year 
2008, grantees of the State Program will also be required to sign these 
written assurances. In addition, this official reported that ACF is 
implementing a process to review the accuracy of the proposed curricula 
of fiscal year 2007 Community-based grantees. The ACF official reported 
that the curricula will be reviewed by a research analyst to ensure that all 
statements are referenced to source documents, and then by a healthcare 
professional who will compare the information in the curricula to 
information in the source documents. The official also reported that, in the 
future, ACF will require states to provide the agency with descriptions of 
their strategies for reviewing the accuracy of their abstinence-until- 
marriage education programs. 

HHS, states, and researchers have made a variety of efforts to assess the 
effectiveness of abstinence-until-marriage education programs; however, a 
number of factors limit the conclusions that can be drawn about the 
effectiveness of abstinence-until-marriage education pro^ams. To assess 
the effectiveness of their abstinence-until-marriage education programs, 
ACF and OPA have required their grantees to report on various outcomes. 
For example, as of fiscal yej^ 2006, states that received funding through 
the State Program were required to report annually on four measures of 
the prevalence of adolescent sexual behavior in their state, such as the 
rate of pregnancy among adolescents aged 15 to 17 years. To assess the 
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effectiveness of both ils State and Community-Based Programs, ACF also 
analyzed trends in adolescent behavior, as reflected in national data on 
birth rates among teens and the proportion of surveyed high school 
students reporting that they have had sexual intercourse. OPA required 
grantees of the AFl. Program to develop and report on outcome measures 
that demonstrated the extent to which grantees’ programs are having an 
effect on program participants. Further, 6 of the 10 states in our review 
that received funding through the State Program worked with third-party 
evaluators to assess the effectiveness of abstinence-until-marriage 
education programs in their states. Several factors, however, limit the 
conclusions that can be drawn about the effectiveness of abstinence-until- 
marriage education programs. Most of the efforts to evaluate the 
effectiveness of abstinence-until-marriage education programs that we 
described in our report did not meet certain minimum criteria; — such as 
random assignment of participants and sufficient foilow-up periods and 
sample sizes — ^that experts have concluded are necessary in order for 
assessments of program effectiveness to be scientifically valid. 

During the course of our work on abstinence-until-marriage education, we 
identified a legal matter that required the attention of HHS. Section 
31 7P(c)(2) of the Public Health Service Act requires educational materials 
specifically designed to address STDs to contain medically accurate 
information about condom effectiveness in preventing the diseases the 
educational materials are designed to address. We concluded that this 
requirement would apply to abstinence-until-marriage education materials 
prepared by and used by federal grant recipients, depending upon the 
substantive content of those materials. In other words, in materials 
otherwise meeting the statutory criteria, HHS’ grantees are required to 
include information on condom effectiveness, and that information must 
be medically accurate. At the time of our review, an ACF official reported 
that materials prepared by abstinence-until-marriage education grantees 
were not subject to section 317P(c)(2). Therefore, we recommended in a 
letter dated October 18, 2006, that IfflS reexamine its position and adopt 
measures to ensure that, where applicable, abstinence-until-marriage 
education materials comply with this requirement. The fiscal year 2007 
Community-Based Program announcement states that mass produced 
materials that as their primary purpose are specifically about STDs are 
required to contain medically accurate information regarding the 
effectiveness or lack of effectiveness of condoms in preventing the STDs 
the educational materials are designed to address. An ACF official also 
told us that future State and Community-Based Program announcements 
would include this language. 
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Background 


Statistics reported by CDC show that many high school students engage in 
sexual behavior that places them at risk for unintended pregnancy and 
STDs. In 2(K)5, 46.8 percent of high school students reported that they have 
had sexual intercourse, with 14.3 percent of students reporting that they 
had had sexual intercourse with four or more persons. CDC also has 
reported that the prevalence of certain STDs — including the rate of 
chlamydia infection, the most frequently reported STD in the United 
States — speaks in adolescence and young adulthood. 

At the time of our 2006 report, HHS’s strategic plan included the objectives 
to reduce the incidence of STDs and unintended pregnancies and to 
promote family formation and healthy marriages. These two objectives 
supported HHS’s goals to reduce the m^or threats to the health and well- 
being of Americans and to improve the stability and healthy development 
of American children and youth. Abstinence-untii-marriage education 
programs were one of several types of programs that supported these 
objectives. The State Program, the Community-Based Program, and the 
AFL Program provide grants to support, the recipients’ own efforts to 
provide abstinence-untii-marriage education at the local level. These 
programs must comply with the statutory definition of abstinence 
education (see table 1).® 


®42 U.S.C. § 710(b)(2). Tl\is definition is also referred to as the A-H definition. 'ITiis statutory 
provision defines abstinence education for purposes of the State Program. Annual 
appropriations acts and pn)gram announcements have extended this definition to the 
Communi^-Ba^ and AiFL Programs. See, e.g. , Departments of Labor, Health and Human 
Services, and Education, and Related Agencies .Aippropriations Act, 2006, Pub. L. No. 109- 
149, 1 19 Stat 2833, 2855^. 
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Table 1; Definition of Abstinence Education 


Abstinence education refers to an educational or motivational program that: 

A. has, as its exclusive purpose, teaching the social, psychological, and health gains 
to be realized by abstaining from sexual activity; 

8. teaches abstinence from sexual activity outside marriage as the expected standard 
tor ail school age children; 

C. teaches that abstinence from sexual activity is the only certain way to avoid out-of- 
wedlock pregnancy, sexually transmitted diseases, and other associated health 
piTk}lems; 

D. teaches that a mutually faithful monogamous relationship in context of marriage is 
the expected standard of human sexual activity; 

E. teaches that sexual activity outside of the context of marriage is likely to have 
harmful psychological and physical effects; 

F. teaches that bearing children out-of-wedlock is likeiy to have harmful 
consequences for the child, ttie child’s parents, and society; 

G. teaches young people how to reject sexual advances and how alcohol and drug 
use increases vulnerability to sexual advances: and 

H. teaches the importance of attaining self-sufficiency before engaging in sexual 
activity. 


Soufee: SocW Security Act. § SiCKbXa) (corJHied at A2 U.S.C. $ 7lO(t>K2)). 


The State Program, administered by ACF, provides funding to its 
grantees— states— for the provision of abstinence-until-marriage education 
to those most likely to have children outside of marriage.’ States that 
receive grants through the State Progi'am have discretion in how they use 
their funding to provide abstinence-until-marriage education. Funds are 
allotted to each state that submits the required annual application based 
on the ratio of the number of low-income children in the state to the total 
number of low-income children in all states. States are required to match 
every $4 they receive in federal money with $3 of nonfederal money and 
are required to report annually on the performance of the abstinence-until- 
marriage education programs that they support or administer. In fiscal 
year 2007, 40 states, the District of Columbia, and 3 insular areas were 
awarded funding. 


'F\jnds are also provided through the Sl^ Program to the District of Columbia and insular 
areas, which include U.S. territories and commonwealths. In this statement, we refer to 
U.S. territories and commonwealtlts as “insular areas.” When we refer to “states,” we are 
refeiTing to all grantees of the State Program — including states, insular areas, and the 
District of Ckrfumbia. 
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The Communi^-Based Program, which is also administered by ACF, is 
focused on hmding public and private entities that provide abstinence- 
iintil-marriage education for adolescents from 12 to 18 years old. The 
Community-Based Program provides grants for school-based programs, 
adult and peer mentoring, and parent education groups. For fiscal year 
2007, 59 grants were awarded to organizations and other entities. Grantees 
are required to report to ACF, on a semiannual basis, on the performance 
of their programs. 

The AFL Program also supports programs that provide abstinence-until- 
marriage education.® Under the AFL Program, OPA awards competitive 
grants to public or private nonprofit organizations or agencies, including 
community-based and faith-based orgmtizations, to facilitate abstinence- 
until-marriage education in a variety of settings, including schools and 
community centers. In fiscal year 2007, OPA awarded ftmding to 36 
grantees. Grantees are required to conduct evaluations of certain aspects 
of their programs and report annually on their performance. 

Five organizational units located vrithin HHS — ^ACF, OPA, CDC, ASPE, and 
NIH — have responsibilities related to abstinence-until-marriage education. 
ACF and OPA administer the three main federal abstinence-until-marriage 
education programs. CDC supports abstinence-until-marriage education at 
the national, state, and local levels. CDC, ASPE, and NIH are sponsoring 
research on the effectiveness of abstinence-until-marriage programs. 


®See 42 U.S.C. § 300z et seq. In this statement, when we use the term AFL Program, we are 
referring only to the abstinence-until-marriage component of the AFL Progrmn. The AFL 
Program also supports other projects for pregnant and parenting adolescents, their infants, 
male partners, and family members. The purpose of these projects is to improve the 
outcomes of early childbearing for teen parents, their infants, and their families. 
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Federal and State 
Efforts to Assess the 
Scientific Accuracy of 
Materials Used in 
Abstinence-until- 
Marriage Education 
Programs Have Been 
Limited 


In October 2(X)6 we reported that efforts by HHS and states to assess the 
scientific accuracy of materials used in abstinence-until-marriage 
education programs had been limited.® ACF — whose grants to the State 
and Community-Based Programs accounted for the largest portion of 
federal spending on abstinence-until-marriage education — did not review 
its grantees’ education materials for scientific accuracy and did not require 
grantees of either program to review their own materials for scientific 
accuracy. In addition, not all states funded through the State Program 
chose to review their program materials for scientific accuracy. In contrast 
to ACF, OPA reviewed the scientific accuracy of grantees’ proposed 
educational materials and corrected inaccuracies in these materials. 


ACF Neither Reviewed Nor 
Required Grantees to 
Review Program Materials 
for Scientific Accuracy, 
Although Some State 
Grantees Had Conducted 
Such Reviews 


As of October 2006, there had been limited efforts to review the scientific 
accuracy of educational materials used in ACF’s State and Community- 
Based Programs — the two programs that accounted for the largest portion 
of federal spending on abstinence-until-marriage education. ACF did not 
review materials for scientific accuracy in either reviewing grant 
applications or in overseeing grantees’ performance. Prior to fiscal year 
2006, State Program and Community-Based Program applicants were not 
required to submit copies of their proposed educational materials with 
their applications. While ACF required grantees of the Community-Based 
Program — but not the State Program — to submit their educational 
materials with their fiscal year 2006 applications, ACF officials told us that 
grantee applications and materials were only reviewed to ensure that they 
addressed all aspects of the scope of the Community-Based Program, such 
as the A-H definition of abstinence education.'® Further, documents 
provided to us by ACF indicated that the agency did not review grantees’ 
educational materials for scientific accuracy as a routine part of its 
oversight activities. In addition, ACF also did not require its grantees to 
review their own materials for scientific accuracy. 


While not ail grantees of the State Program had chosen to review the 
scientific accuracy of their educational materials, officials from 5 of the 
10 states in our review reported that their states chose to do so. These five 
states used a variety of approaches in their reviews. For example, some 


®SeeGAO-07-87. 

'"llHS officials told us tliat if ACF finds inaccurate statements during this more general 
review process or if inaccuracies are brought to their attention at any time during the grant 
period, ACF officials work with the grantees to take con'ective action. 
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states contracted with medical professionals — such as nurses, 
gynecologists, and pediatricians — to serve as medical advisors who review 
program materials and use their expertise to determine what is and is not 
scientifically accurate. One of the states required that all statistics or 
scientific statements cited in a program’s materials be sourced to GDC or a 
peer-reviewed medical journal. Officials from this state told us that if 
statements in th^ materials could not be attributed to these sources, die 
statements were required to be removed until citations were provided and 
materials were approved. 

As a result of their reviews, officials from two of the five states reported 
that they had found inaccuracies. One state official cited an instance 
where materials incorrectly suggested that HIV can pass through condoms 
because the latex used in condoms is porous. State officials who have 
identified inaccuracies told us that they informed their grantees of 
inaccuracies so that they could make corrections in their individual 
programs. Some of the educational materials that states reviewed were 
materials that were commonly used in the Community-Based Program. 

While there had been limited review of materials used in the State and 
Community-Based Programs, grantees of these programs had received 
some technical assistance designed to improve tiie scientific accuracy of 
their materials. For example, ACF officials reported that the agency 
provided a conference for grantees of the Community-Based Program in 
February 2006 that included a presentation focused on medical accuracy. 


OPA Reviewed Materials 
Used by AFL Program 
Grantees for Scientific 
Accuracy 


As of 2006, in contrast to ACF, OPA reviewed for scientific accuracy the 
educational materials used by AFL Program grantees, and it did so before 
those materials were used. OPA officials said that after grants were 
awarded, a medical education specialist (in consultation with several part- 
time medical experts) reviewed the grantees’ printed materials and other 
educational media, such as videos. OPA officials explained that the 
medical education specialist must approve all proposed materials before 
they are used. On many occasions, OPA grantees had proposed using — 
and therefore OPA has reviewed — materials commonly used in the 
Community-Based Program. For example, an OPA official told us that the 
agency had reviewed three of the Community-Based Program’s commonly 
used curricula and was also currently reviewing another curriculum 
commonly used by Community-Based Program grantees. 
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OPA officials stated that the medical education specialist had occasionally 
found and addressed inaccuracies in grantees’ proposed educational 
materials. OPA officials stated that these inaccuracies were often the 
result of information being out of date because, for example, medical and 
stativStical infonr^on on STDs changes frequently. OPA addressed these 
inaccuraci^ by either not approving the materials in which they appeared 
or correcting the materials through discussions with the grmitees and, in 
some cases, the authors of the materials. In fiscal year 2005, OPA 
disapproved of a grantee using a specific pamphlet about STDs because 
the pamphlet contained statements about STD prevention and HIV 
transmission that were considered incomplete or inaccurate. For example, 
the pamphlet stated that there was no cure for hepatitis B, but the medical 
education specialist required the grantee to add that there was a 
preventive vaccine for hepatitis B. In addition, OPA required that a grantee 
correct several statements in a true/false quiz — including statements about 
Sl’Ds and condom use — ^in order for the quiz to be approved for use. For 
example, the medical education specialist changed a sentence from “The 
only 100% effective way of avoiding STDs or unwanted pregnancies is to 
not have sexual intercourse.” to “The only 100% effective way of avoiding 
STDs or unwanted pregnancies is to not have sexual intercourse ^d 
engage in other risky behaviors.” 

While OPA and some states had reviewed their grantees’ abstinence-until- 
marriage education materials for scientific accuracy, these types of 
reviews have the potential to affect abstinence-until-marriage education 
providers more broadly, perhaps creating an incentive for the authors of 
such materials to ensure they are accurate. As of October 2006, the 
company that produced one of the most widely used curricula used by 
grantees of the Community-Based Program had updated its curriculum. A 
representative from that company stated that this had been done, in part, 
in response to a congressional review that found inaccuracies in its 
abstinence-untU-marriage materials. 

To address concerns about the scientific accuracy of materials used in 
abstinence-until-marriage education programs, we recommended that the 
Secretary of HHS develop procedures to help assure the accuracy of such 
materials used in the State and Community-Based Programs." We 
recommended that in order to provide such assurance, the Secretary could 
consider alternatives such as (1) extending the approach currently used by 


"See GACW)7-87. 


P(^e ii 


GAO-08-684T 



327 


OPA to review the scientific accuracy of the factual statements included in 
abstinence-until-marriage education to materials used by grantees of 
ACF’s Community-Based Program and requiring grantees of ACF’s State 
Program to conduct such reviews or (2) requiring grantees of both 
programs to si^ written assurances in their grant applications that the 
materials they propose using are accurate. In its written comments on a 
draft of our report, HHS stated that it would consider requiring grantees of 
both ACF programs to sign such written assurances to the accuracy of 
their materials. In April 2008, an ACF official reported that, in response to 
our recommendation, ACF began requiring in fiscal year 2007 that 
community-based grantees sign written assurances that the materials they 
propose using are accurate. This official also reported that, starting in 
fiscal year 2008, grantees of the State Program will also be required to sign 
these written assurances. In addition, this official reported that ACF is 
implementing a process to review the accuracy of the proposed curricula 
of fiscal year 2007 Community-based grantees. The ACF official reported 
that the curricula will be reviewed by a research analyst to ensure that all 
statements are referenced to source documents, and then by a healthcare 
profeSvSional who will compare the information in the curricula to 
information in the source documents. The official also reported that, in the 
future, ACF vrill require states to provide the agency vrith descriptions of 
their strategies for reviewing the accuracy of their abstinence-untU- 
marriage education programs. 


A Variety of Efforts 
Were Made to Assess 
the Effectiveness of 
Abstinence-until- 
Marriage Education 
Programs, but a 
Number of Factors 
Limit the Conclusions 
That Can Be Drawn 


HHS, states, and researchers have made a variety of efforts to assess the 
effectiveness of abstinence-until-marriage education programs; however, a 
number of factors limit the conclusions that can be dravm. ACF and OPA 
have required their grantees to report on various outcomes used to 
measure the effectiveness of grantees’ abstinence-until-marriage education 
programs. To assess the effectiveness of the State and Community-Based 
Programs, ACF has analyzed national data on adolescent birth rates and 
the proportion of adolescents who report having had sexual intercourse. 
As of October 2006, other organizational units within HHS were funding 
studies designed to assess the effectiveness of abstinence-until-marriage 
education programs in delaying sexual initiation, reducing pregnancy and 
STD rates, and reducing the frequency of sexual actmty. Despite these 
efforts, several factors limit the conclusions that can be dravm about the 
effectiveness of abstinence-until-marriage education programs. Most of the 
efforts to evaluate the effectiveness of abstinence-until-marriage education 
programs that we reviewed have not met certain minimum criteria that 
experts have concluded are necessary in order for assessments of program 
effectiveness to be scientifically valid, in part because such designs can be 
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expensive and time-consuming to carry out. In addition, the results of 
some efforts that meet the criteria of a scientifically valid assessment have 
varied. 


HHS, States, and 
Researchers Have Made a 
Variety of Efforts to Assess 
the Effectiveness of 
Abstinence-until-Marriage 
Education Programs 


ACFhas made efforte to assess the effectiveness of abstinence-until- 
marriage education programs funded by the State Program and the 
Community-Based Program. One of ACF’s efforts has been to require 
grantees of both programs to report data on outcomes, though the two 
programs have different requirements for the outcomes grantees must 
report*^ As of fiscal year 2006, State Program grantees were required to 
report annually on four measures of the prevalence of adolescent sexual 
behavior in their states, such as the rate of pregnancy among adolescents 
aged 15 to 17 years, and compare these data to program targets over 
5 yejtfs. States also were required to develop and report on two additional 
performance measures that were related to the goals of their programs. 
Also as of fiscal year 2006, ACF required Community-Based Program 
grantees to develop and report on outcome measures designed to 
demonstrate the extent to which grantees' community-based abstinence- 
until-marriage education programs were accomplishing their program 
goals.** In addition to outcome reporting, ACF required grantees of the 
Community-Based Program to report on program “outputs,” which 
measure the quantity of program activities and other deliverables, such as 
the number of participants who are served by the abstinence-until- 
marriage education programs. 


’^This reporting is a part of ACFs efforts to collect evaluative information about these 
programs. These efforts include both performance measuremenl~the ongoing monitoring 
and reporting of program accomplishments toward pre-established goals — and program 
evaluation— individual systematic studies to assess how well a program is working. 

‘^For example, in fiscal year 2002, state grantees developed such measures as the 
percentage of teens surveyed who show an Increase in participating in structured activities 
after schod hours; the percentage of live births to women younger than 18, fathered by 
men age 20 and older; the percentage of program participants proficient in refusal skills; 
the percentage of high school students who reported using drugs or alcohol before 
intercourse; and the percentage of high school students who had sexual intercourse for the 
first time before 13. 

**The fiscal year 2006 pmpam announcement for the Commxmity-Based Program provided 
examples of outcome measures tiiat grantees could use, including inerea.sed knowledge of 
the benefits of abstinence, the number of youths who commit to abstaining from premarital 
sexual activity, and increased knowledge of how to avoid high-risk situations and risk 
behaviors. 
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As of October 20(^, OPA aJso had made efforts to assess the effectiveness 
of the AFL Program. Specifically, OPA required grantees of the AFL 
Program to develop and report on outcome measures, such as 
participants’ knowledge of the benefits of abstinence and their reported 
intentions to abstain from sexual activity, that were used to help 
demonstrate the extent to which grantees’ programs were having an effect 
on program participants. To collect data on outcome measures, OPA 
required grantees to administer, at a minimum, a standardized 
questionnaire to their program participants, both when participants begin 
an abstinence-only education program and after the program’s completion. 
OPA officials told us that they were planning to aggregate information 
from certain questions in the standardized set of questionnaires in order to 
report on certain performance measures as part of the agency’s annual 
performance reports; the agency expected to begin receiving data from 
grantees that were using these questionnaires in January 2007. 

To help grantees measure the effectiveness of tlieir programs, both ACF 
and OPA required that grantees use independent evaluators and have 
provided assistance to grantees in support of their program evaluation 
efforts. ACF and OPA required their grantees to contract with third-party 
evaluators, such as university researchers or private research firms, who 
were responsible for helping grantees develop the outcome measures they 
were required to report on and monitoring grantee performance against 
those measures. Unlike ACF, OPA required that these third-party 
evaluations incorporate specific methodological characteristics, such as 
control groups of individuals that did not receive the program and 
sufficient sample sizes to ensure that any observed differences between 
the groups were statistically valid. Both ACF and OPA have provided 
technical assistance and training to their grantees in order to support 
grantees’ own program evaluation efforts. 

ACF also analyzed trends in adolescent behavior, as reflected in national 
data on birth rates among teens and the proportion of surveyed high 
school students reporting that they have had sexual intercourse.*® ACF 
used these national data as a measure of the overall effectiveness of its 
State and Community-Based Programs, comparing the national data to 


’■’Data on teen birth rates and adolescents’ reported sexual behavior are contained in the 
National Vital Statistics Sj^tem and the Youth Risk Behavior Surveillance System, 
respertively. TTie fesmer is a national data set of public health statistics reported by states 
to CDC, and the latter is a national dtUa set based on nationwide surveys administered to 
high school students by CDC. 
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program targets. In its annual performance reports, the agency has 
summarized the progress being made toward lowering the rate of births to 
unmarried teenage girls and the proportion of students (grades 9-12) who 
report, having ever had sexual intercourse. 

Some states have made additional efforts to assess the effectiveness of 
abstinence-until-marriage e<lucation programs. Specifically, we found that 
6 of the 10 states in our review that received funding through ACF’s State 
Program had made efforts to conduct evaluations of selected abstinence- 
until-marriage programs in their state. All 6 of the states worked with 
third-party evaluators, such as university researchers or private research 
firms, to perform the evaluations, which in general measured self-reported 
changes in program participants’ behavior and attitudes related to sex and 
abstinence as indicators of program effectiveness. Four of these states had 
completed third-party evaluations as of February 2006, and the results of 
these studies varied.'® Among those 4 states, 3 states required tlie 
abstinence programs in their state to measure reported changes in 
participants’ behavior as an indicator of program effectiveness — both at 
the start of the program and after its completion. The 3 states required 
their programs to track participants’ reported incidence of sexual 
intercourse. Additionally, 2 of the 4 states required their programs to track 
biological outcomes, such as pregnancies, births, or STDs. In addition, 6 of 
the 10 states in our review required their programs to track participants’ 
attitudes about abstinence and sex, such as the number of participants 
who make pledges to remain abstinent. 

Besides ACF and OPA, other organizational units within HHS have made 
efforts to assess the effectiveness of abstinence-until-marriage education 
programs. As of 2006, ASPE was sponsoring a study of the Community- 
Based Program and a study of the State Program. The study of the State 
Program was conducted by Mathematica Policy Research, Inc. 
(Mathematica) and completed in 2007. It examined the impact of five 
programs funded through the State Program on participants’ attitudes and 


'®See, for example, LeCroy & Milligan Associates, Inc., Abstinence Only Education 
Program: Pifih Year Evaluation Report, a report prepared for the Arizona Department of 
Health Services (2003); Patricia Goodson et Abstinence Education Evaluation.: Phase 
6, a report prepared for the Texas Department of State Health Services (2005); MGT of 
America, Evaluation of Georgia Abstinence Educalion Programs Furuied Under Title V, 
Seclim 510, a report prepared for the Georgia Department of Human Resources (2005); 
Thomas E. Smith, It's Great to Wait: An Interim Evaluation, a report prepared for the 
Florida Department of Health (2001). 
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behaviois related to abstinence and sex/^ Like ASPE, CDC has made its 
own effort to assess the effectiveness of abstinence-until-marriage 
education by sponsoring a study to evaluate the effectiveness of two 
middle school curricula — one that complies with abstinence-until- 
marriage education program requirements and one that teaches a 
combination of abstinence and contraceptive information and skills. The 
agency expects to complete the study in 2009. Likewise, NIH has funded 
studies comparing the effectiveness of education programs that focus only 
on abstinence with the effectiveness of sex education programs that teach 
both abstinence and information about contraception. As of October 2006, 
NIH was funding five studies, which in general were comparing the effects 
of these two types of programs on the sexual behavior and related 
attitudes among groups of either middle school or high school students. 

In addition to the efforts of researchers working on behalf of HHS and 
states, other researchers — such as those affiliated with universities and 
various advocacy groups — ^have made efforts to study the effectiveness of 
abstinence-until-marriage education programs. This work includes studies 
of the outcomes of indivi<lual programs and reviews of other studies on 
the effectiveness of individual abstinence-until-marriage education 
programs. In general, research studies on the effectiveness of individual 
programs have examined the extent to which they changed participants’ 
demonstrated knowledge of concepts taught in the programs, declared 
intentions to abstain from sex until marriage, and reported behavior 
related to sexual activity and abstinence. As of October 2006, the efforts to 
study and build a body of research on the effectiveness of most 
abstinence-until-marriage educalion programs had been under way for 
only a few years, in part because grants under the two programs that 
account for the largest portion of federal spending on abstinence-until- 
maiTiage education— the State Program and the Community-Based 
Program— were not awarded until 1998 and 2001, respectively. 


’ The five afastinence-until-Tnarriage education programs studied were My Choice, My 
Future! in Powhatan, Vii^nia; ReCapturing the Vision in Miami, Florida; Teens in Control 
in Clarksdale, Missis^j^i; Families United to Prevent Teen Pregnancy in Milwaukee, 
Wisconsin; and Heritage Keepers in Edgefield, South Carolina. 
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Several Factors Limit the 
Conclusions That Can Be 
Drawn about the 
Effectiveness of 
Abstinence-until-Marriage 
Education Programs 


Most of the eJEforts of HHS, states, and oUver researchers to evaluate the 
effectiveness of abstinence-until-marriage education programs included in 
our review have not met certain minimum criteria that experts have 
concluded are necessary in order for assessments of program 
effectivene^ to be scientifically valid. In an effort to better assess the 
merits of the studies that have been conducted on the effectiveness of 
sexual health programs — ^including abstinence-until-marri^e education 
programs — scientific experts have developed criteria that can be used to 
gauge the scientific rigor of these evaluations. The reports of two panels of 
experts,'*** as well as the experts we interviewed in the couree of our 
previous work, generally agreed that scientifically valid studies of a 
program’s effectiveness should include the following characteristics: 


• An experimental design that randomly assigns individuals or schools to 
either an intervention group or control group, or a quasi-experimental 
design that uses nonrandomly assigned but well-matched comparison 
groups. According to the panel of scientific experts convened by the 
National Campaign to Prevent Teen Pregnancy, experimental designs or 
quasi-experimental designs with well-matched comparison groups have at 
least three important strengths that are typically not found in other 
studies, such as those that use aggregated data: they evaluate specific 
programs with known characteristics, they can clearly distinguish between 
participants who did and did not receive an intervention, and they control 
for other factors that may affect study outcomes. According to scientific 
experts, studies that include experimental or quasi-experimental designs 
should also collect follow-up data for a minimum number of months after 
subjects receive an intervention. In addition, experts have reported that 
studies should have a sample size of at least 100 individuals for study 
results to be considered scientifically valid. 

• Studies should assess or measure changes in biological outcomes or 
reported behaviors instead of attitudes or intentions. According to 
scientific experts, biological outcomes — such as pregnancy rates, birth 
rates, and STD rates — and reported behaviors — such as reported initiation 
and frequency of sexual activity — are better measures of the effec;tiveness 


'®Sec Kirby. Tbis panel included experts from NIH, the Medical Institute for Sexual Health, 
the Alan GutUnacher In.stitule, U>e Institute for Research and Evaluation, and various 
universities. 

'*See Satcher. This panel included experts from a variety of organizations, including the 
Medical Institute for Sexual Health, the Alan Guttmacher Institute, and the American 
Academy of Pediatrics. 
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of abstinence-until-marriage progranis, because adolescent attitudes and 
intentions m£^ or may not be indicative of actual behavior. 

Many of the efforts by HliS, states, and other researches that we 
identified in our review lack at least one of the characteristics of a 
scientifically valid study of program effectiveness. Most of the efforts to 
assess the effectiveness of these programs have not used experimental or 
quasi-experimental designs with sufficient follow-up periods and sample 
sizes. For example, ACF used, according to ACF officials, grantee 
reporting on outcomes in order to monitor grantees’ performance, target 
training and technical assistance, and help grantees improve service 
delivery. However, because the outcomes reported by grantees have not 
been produced through experimentally or quasi-experimentally designed 
studies, such information cannot be causally attributed to any particular 
abstinence-until-marriage education program. Further, none of the state 
evaluations we reviewed that had been completed included randomly 
assigned control groups. Similarly, some of the journal articles that we 
reviewed described studies to assess tlie effectiveness of abstinence-until- 
marriage programs that also lacked at least one of the characteristics of a 
scientifically valid study of program effectiveness. In these studies, 
researchers administered questionnaires to study participants before and 
after they completed an abstinence-until-mairiage education program and 
assessed the extent to which the responses of participants changed.® 
These studies did not compare the responses of study participants with a 
group that did not participate in an abstinence-until-marriage education 
program. 

Like the lack of an experimental or quasi-experimental design, not 
measuring changes in behavioral or biological outcomes among 
participants limits the conclusions that can be drawn about the 
effectiveness of abstinence-until-marriage education programs. Most of the 
efforts we identified in our review used reported intentions and attitudes 
in order to assess the effectiveness of abstinence-until-marriage programs. 
For example, as of 2006, neither ACF’s community-based grantees nor 
OPA’s AFL grantees were required to report on behavioral or biological 
outcomes, such as rates of intercourse or pregnancy. Similarly, the journal 
articles we reviewed were more likely to use reported attitudes and 


®See, for example, S. M. Fitzgerald et al., “Effectiveness of the Responsible Social Values 
Program for 6th Grade Students in One Rural School District," Psychological Reports, 
vol. 91 (2002), and J. E. Barnett and C. S. Hurst, “Abstinence Education for Rurjd Youth: An 
Evaluation of the Life’s Walk Program,” The Journal of School Health, vol. 73, no. 7 (2003). 
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intentions — such as study participants’ reported attitudes about premarital 
sexual activity or their reported intentions to remain abstinent until 
marriage — rather than their reported behaviors or biological outcomes to 
assess the effectivene^ of abstinence-until-marriage programs. 

According to scientific experts, HHS, states, and other researchers face a 
number of challenges in applying either of these criteria. According to 
these experts, experimental or quasi-experimental studies can be 
expensive and time-consuming to carry out, and many grantees of 
abstinence-until-marriage education programs have insufficient time and 
funding to support these types of studies. Moreover, it can be difficult for 
researchers assessing abstinence-until-marriage education programs to 
convince school districts to participate in randomized intervention and 
control groups, in part because of sensitivities to surveying attitudes, 
intentions, and behaviors related to abstinence and sex. Similarly, experts, 
as well as state and HHS officials, have reported that it can be difficult to 
obtain scientifically valid information on biological outcomes and sexual 
behaviors. For example, experts have reported that when measuring a 
program’s effect on biological outcomes — such as reducing pregnancy 
rates or birth rates — it is necessary to have large sample sizes in order to 
determine whether a small change in such outcomes is the result of an 
abstinence-until-marriage education program. 

Among the assessment efforts we identified are some studies that meet the 
criteria of a scientifically valid effectiveness study. However, results of 
these studies varied, and this limits the conclusions that can be drawn 
about the effectiveness of abstinence-until-marriage education programs. 
Some researchers have reported that abstinence-until-marriage education 
programs have resulted in adolescents reporting having less frequent 
sexual intercourse or fewer sexual partners.®* For example, in one study of 
middle school students, participants in an abstinence-until-marriage 
education program who had sexual intercourse during the follow-up 
period were 50 percent less likely to report having two or more sexual 
partners when compared with their nonparticipant peers.®® In contrast, 


®‘See E. A. Borawski et. al., “Effectiveness of Abstinence-only intervention in Middle School 
Teens," American Journal of Health Behanrior, vol, 29, no. 5 (2006). See also T. L. St. Pierre 
et al., “A 27-Month Evaluation of a Sexual Activity Prevention Fhrogram in Boys & Girls 
ClulM Across the Nation,” Family Rdations, vol. 44, no. 1 (1995). 

®®See Borawski et al., “Effectiveness of Abstinence-only Interv'ention in Middle School 
Teens,” 
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Other studies have reported that abstinence-until-marriage education 
programs did not affect the reported frequency of sexual intercourse or 
number of sexual partners.® For example, one study of middle school 
students found that participants of an abstinence-until-marriage program 
were not less likely than nonparticipants at the 1 year follow-up to report 
less frequent sexual intercourse or fewer sexual partners.^ Experts with 
whom we spoke emphasized that there were still too few scientifically 
valid studies completed as of 2006 that could be used to determine 
conclusively which, if any, abstinence-until-marriage programs are 
effective. 

We identified two key studies that experts anticipated would meet the 
criteria of a scientifically valid effectiveness study. Experts and federal 
officials we interviewed stated that they expected the results of these two 
federally funded studies to add substantively to the body of research on 
the effectiveness of abstinence-until-marriage education programs. One of 
these key studies — the final Mathematica report, contracted by ASPE, on 
the State Program — has been completed.® In this report, the researchers 
found that youth who participated in the abstinence-until-marriage 
education programs were no more likely than control group youth to have 
abstained from sex, and among those who reported having had sex, they 
had similar numbers of sexual partners and had initiated sex at the same 
average age. The youth in abstinence-until-marriage education programs 
also were no more likely to have engaged in unprotected sex than conti'ol 
group youth. The second key study we identified is CDC’s research on 
middle school programs, which is still ongoing. In addition, since October 
2006, a third key report was released, presenting the 2007 analysis of the 


®See N. G. Harrington el al, ‘Evaluation of the All Stars Character Education and Problem 
Beharior Prevention Program: Effects on Mediator and Outcome Variables for Middle 
School Students," Health Education & Behavior, vol. 28, no. 6 (2001). See also J. B. 
Jenimott III, L. S. Jemmott, and G. T. Fong, “Abstinence and Safer Sex HIV Risk-Reduction 
IntervenUons for African American Adolescents: A Randomized Controlled Trial,” Journal 
of the American Medical Association, vol. 279, no. 19 (1998). 

^See Harrington et al., “Evaluation of the All Stars Character Education and Problem 
Behavior Prevention Program; Effects on Mediator and Outcome Variables for Middle 
School ^udenls." 

^*See TVcnholm at al., Impacts of Four HUe V, Section 51 0 Abstinence Education 
Programs: Final Report, a report prepared for ASPE, 2007. According to several scientific 
experts, Mathematica’s study is an important one, in part because of its sound design: the 
study randomly assigns and compares control groups with groups receiving abstinence- 
until-mjuTi^e education and uses surveys to follow up with program participants for 
several months after their completion of a program. 
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National Campaign to Prevent Teen and Unplanned Pregnancy of the 
available research on abstinence-until-marriage education programs. This 
report stated that studies of abstinence programs have not produced 
sufficient evidence of effectiveness, and that efforts should be directed 
toward further evaluation of these programs.^® 


Statutory 
Requirement to 
Include Information 
on Condom 
Effectiveness Would 
Apply to Certain 
Abstinence-until- 
Marriage Education 
Materials 


During the course of our work on abstinence-until-marriage education, we 
identified afederal statutory provision — section 317P(c)(2) of the Public 
Health Service Act — relevant to the grants provided by HHS’s State 
Program, Community-Based Program, and AFL Program."’’ This provision 
requires that educational materials prepared by HHS’s grantees, among 
others, that are specifically designed to address STDs, contain medically 
accurate information regarding the effectiveness or lack of effectiveness 
of condoms in preventing the diseases the materials are designed to 
address. 

At the time of our review, an ACF official reported that materials prepared 
by abstinence-until-marriage education grantees were not subject to 
section 317P(c)(2). However, we concluded that this requirement would 
apply to abstinence-until-marriage education materials prepared by and 
used by federal grant recipients, depending upon the substantive content 
of those materials. In other words, in materials specifically designed to 
address STDs, HHS’s grantees are required to include information on 
condom effectiveness, and that information must be medically accurate. 
Therefore, we recommended in a letter dated October 18, 2006, that HHS 
reexamine its position and adopt measures to ensure that, where 
applicable, abstinence education materials comply with this requirement.*® 


*®See Douglas Kirby, Emerging Answers 2007: Research Findings on Programs to Reduce 
Teen Pregnancy and Sexually Transmitted Diseases (Washington D.C.: National 
Campaign to Prevent Teen and Unplanned Pregnancy, 2007). 

^42 U.S.C. § 247b-17{c)(2). Section 3i7P(c)(2) states that “. . . educational and prevention 
materials prepared and printed ... for the public and health care providers by the Secretary 
(including materials prepared through the Pood and Drug Administration, the Centers for 
Disease Control and Prevention, and the Health Resources and Ser\ices Administration) or 
i)y ccmtractors, grantees, or subgrantees thereof, that are specifically designed to address 
STEte . . . ^all contain medically accurate information regarding the effectiveness or lack 
of effectiveness of condoms in preventing the STD the materials are designed to address. 
Such requirement only applies to materials mass produced for the public and health care 
providers, aiKi not to routine communications.” 

“See GAO, B-30812S, Oct. 18, 2006. 
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In a letter to dated January 16, 2007, ACF responded that it would take 
steps to “make it dear to gi^tees that when they mass produce materials 
that as a primary purpose are specifically about STDs those materids are 
required by section 317P(c)(2) of the Public Health Service Act to contain 
medically accurate information regarding the effectiveness or lack of 
effectiveness of condoms in preventing the sexually transmitted disease 
the materials are designed to address.” The fiscal year 2007 Community- 
Based Program announcement states that mass produced materials that as 
their primary purpose are specifically about STDs are subject to this 
requirement. ITie announcement also states that mass produced materials 
are considered to be specifically designed to address STDs if more than 
50 percent of the content is related to STDs. An ACF official also told us 
that future State and Community-Based Program announcements would 
include this language.® 


Mr. Chairman, this completes my prepared remarks. I will be happy to 
answer questions you or other Committee Members may have. 
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Chairman Waxman. Thank you very much for your presentation 
to us and the hard work that you have done at our request. 

Mr. Keckler, I have some questions about your characterization 
of the evidence on abstinence-only programs. You acknowledge that 
the data supports the effectiveness of teen sex education programs 
in delaying sex and reducing sexual frequency or the number of 
partners. You then said that “the use of abstinence education cur- 
ricula has a shorter history of evaluation, but the results have been 
similar.” 

But this isn’t the view of medical experts. The American Medical 
Association, the American Public Health Association, the American 
Academy of Pediatrics have all looked at abstinence-only programs 
and found that they are not as effective as comprehensive sex edu- 
cation. Why is it that what you are telling us is so different from 
the expert medical bodies? You are drawing one conclusion, and 
they look at the same evidence and draw a completely different 
conclusion. 

Mr. Keckler. Thank you for the question, Mr. Chairman. 

Well, I think that we need to be, when we say one works better 
than the other, that comparison has never been done. We have a 
study ongoing that will compare the two treatments side by side. 
But some of these statements and some of the collections of studies 
which were referred to earlier are something else. They are accu- 
mulations of studies of, on the one hand, studies that have been 
done of comprehensive sex education over the years, and some 
studies that have been done on abstinence until marriage. 

Chairman Waxman. Well, 0MB, for example, the Office of Man- 
agement and Budget at the White House, does program assess- 
ments of different Government programs called PART assessments. 

Mr. Keckler. Yes. 

Chairman Waxman. In its assessment of the abstinence-only pro- 
grams, 0MB gave the program a very low score of 33 out of 100 
for program results and accountability. The answer to, “Has the 
program demonstrated adequate progress in achieving its long- 
term goals” was “small extent.” The answer to whether the pro- 
gram achieves its annual performance goals was “no,” because the 
programs won’t even set baselines until March 2009, so basically 
we have no idea if individual programs are having any impact on 
participant behavior and health. Why are we continuing to fund 
programs where even 0MB is saying there is virtually no evidence 
of effectiveness? 

Mr. Keckler. Mr. Chairman, with regard to the 0MB PART as- 
sessment, the PART assessment ultimately of these programs was 
ranked as adequate with the conditions that we make certain eval- 
uation changes that 0MB recommended. We are making those 
changes, which include standardized reporting from CBA grantees 
on the outputs of their programs and, starting in the upcoming 
year, standardized survey of participants, which will include out- 
comes of the programs, including whether or not the participants 
are having sexual activity. 

Chairman Waxman. Let me ask Dr. Crosse about that evalua- 
tion. Do you think the administration is doing enough to establish 
baselines and other measurement goals for these programs so we 
can measure them and see whether they are succeeding? 
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Ms. Crosse. Well, they are currently funding some well-designed 
studies, and the one study that I cited that had been completed 
since our report was issued was one of the studies that the Depart- 
ment funded that did meet the standards for a scientifically valid 
study that was a situation where they had random assignment. 

I think some of our concerns are some of the measures that the 
Department has been using are ones that cannot be clearly linked 
back specifically to the program. The national rates of pregnancy 
is not something where you can say that the impact on that is spe- 
cifically because of the program, because you don’t have any infor- 
mation about the differences in the rates between those who have 
received that information and those who didn’t. 

Chairman Waxman. Let me get into another question. 

Mr. Keckler, we know some teens are going to have sex. We can 
talk to them about abstinence until marriage, but let’s say a young 
person comes to you and says, I put a lot of thought into it, but 
I am going to go have sex. I have reached a point that I am going 
to do this. The question comes to you. Should I use a condom? 
What would you say to him or her? 

Mr. Keckler. Well, I am not sure that my personal response to 
a teen in my life is germane, but I think 

Chairman Waxman. What do you think somebody running a pro- 
gram should say to that individual? 

Mr. Keckler. Well, I can tell you what they will say in the CBA 
programs, which is that if somebody is in need of other services, 
our grantees are asked and encouraged to give them referrals to 
other services. Our grantees, of course, are bound by the A through 
H requirements to focus on abstinence, but they will make referrals 
for other services, and that is what they would say. 

Chairman Waxman. I find that nonsense, nonsensical. If some- 
body is coming to you and asking in one of these programs, admit- 
ting that they are going to be sexually active — which probably 
means they already are sexually active — to tell them, I am going 
to refer you to someone else will probably mean that, if they go to 
someone else, it will be after they have already had enough sexual 
contact where they might have contracted HIV or some other sexu- 
ally transmitted disease. That is one of the big problems I have 
with this separation. We can only talk about abstinence. We can’t 
talk about the rest of the information that is pertinent. 

I just know, if the Members will forgive me — and I will allow 
them a little extra time, as well — I know a lot of people have said 
over the years we ought to let States and local governments make 
the decision. Maybe we ought to just have a block grant. Let the 
States and local governments decide if they want an abstinence- 
only program or if they want to use the money for a broader com- 
prehensive program. But here we have Washington, DC, saying, 
“We know what is best, and if you want money for sex education 
in the schools, you have to use abstinence-only funds.” 

When we hear about these other programs being funded, most of 
them are at the local level. The others are extrapolations of Medic- 
aid funding for family planning services — they are not going to 
schools, they are not going to teenagers. They’re funding for Title 
X clinics, well, they are clinics. They are not in the schools. They 
may have some relationship. The Indian Health Services and some 
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of these others, I think that is being used to say we have a lot more 
dollars going to these other programs. Well, they are not Federal 
dollars for the most part. 

Is that an accurate statement. Dr. Crosse? Have you looked at 
the funding mechanisms? 

Ms. Crosse. My understanding is that the only Federal money 
that specifically is targeted for sex education programs is through 
these programs that we focused on, these three big programs at the 
Department — the State program, the community-based program 
[CBA] program, and the adolescent family life program. There may 
be small amounts in other areas, but the targeted areas for sex 
education are abstinence-only ones. 

Chairman Waxman. Thank you. 

I have used 7.4 minutes, but I am going to yield to the gen- 
tleman and each of the other gentleman on the panel 8 minutes so 
we will be fair. They don’t have to use it all, but each will get 8. 

Mr. SouDER. It won’t be entirely fair because it is two against 
one again. 

Chairman Waxman. Well, I haven’t used the full 8. 

Mr. SoUDER. First, let me say sometimes I get in trouble for this, 
and I have complained about a number of hearings that we have 
had here, including today, but I find the chairman very fair. We 
have a good personal relationship. It concerns some of my col- 
leagues that I speak highly of him many times, but, in fact, he at- 
tempts to be fair. Sometimes liberals have a tough time under- 
standing our perspective enough to what we consider fair or not, 
but I believe he is genuine in his ability to desire to do that. 

Chairman Waxman. Time’s up. [Laughter.] 

Mr. SouDER. Mr. Keckler, we have had a lot of discussion today 
about the Federal funding for sex education. I would appreciate 
your getting back to the committee with the specifics here. You 
chose your words carefully. You said that the Federal Government 
funds money for Planned Parenthood, family planning, and other 
types of things. What we really need here is how much of that ac- 
tually goes to schools. Dr. Crosse picked her words very carefully 
there, said the dedicated stream. But, in fact, we all know these 
programs are in the schools, have been in the programs for many 
years. They are funded through the Federal Government, through 
the family planning that comes through. There are also health 
grants that come through that may not be in your area, but if you 
could break that out. I mentioned Safe and Drug-Free Schools be- 
cause I wrote that section and allowed it to be fungible funding, 
and I know that in school districts people use it there. But we need 
some kind of a read with this, because this has, in my opinion, 
been a false track that we got off to. I think it is a legitimate de- 
bate that the chairman said should any be specifically dedicated. 
That is a fair debate. 

But partly what Dr. Crosse, whose recommendation seemed pret- 
ty reasonable, has suggested is that when we, the Federal Govern- 
ment, give the funds without any guidelines, then we get charges 
like came up from the two younger people here today that clearly 
those wouldn’t have met Federal standards to do a program like 
that. 
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It would be very helpful if you can get us a funding stream, not 
only of this much goes in family planning, but to see if we can do 
a down-stream track of where that funding breaks out. I don’t 
know whether this is a school survey working with the Department 
of Education, but I think it is very important for us to understand 
how these programs are funded in the schools. 

Mr. Keckler. I agree with you. Congressman, and the problem 
has been that, because the other forms of comprehensive sex edu- 
cation and prevention programs are folded into, sometimes they are 
block granted, they are folded in throughout the Department of 
Health and Human Services in a variety of ways, and some of them 
are also directed both to young adults and to adolescents in order 
to get a real apples-to-apples comparison. 

There is some work that needs to be done with our budget peo- 
ple, but we will be happy to get you firmer estimates along those 
lines. 

Mr. SouDER. Because without that it is hard for anybody to al- 
lege scientific comparisons if, in fact, we don’t even know what 
Federal funding is where. I support block grants, but I also have 
historically believed there should be accountability. We have run 
into huge problems with the No Child Left Behind with this, be- 
cause then nobody likes the accountability measures and we argue 
over the accountability measures. But the fact is that if the Federal 
Government is going to be tasked with raising the taxes and spend- 
ing the funding, we shouldn’t dictate how a local district meets it, 
but there ought to be requirements that meet basic standards so 
that we know tax dollars are being spent. 

If you are a Libertarian and don’t want the Federal Government 
to do it, that is one thing, but if the Federal Government is going 
to do it, in the day and age of the computer reporting system it 
seems like this would be not that hard to put a designation on a 
form for the data to come back of did this go into school, how many 
dollars went to the school, the schools to report back. I mean, they 
already deal with mounds of reports, and I understand that, but if 
we are going to have — how are people alleging scientific compari- 
sons here, because there are controlled programs and non-con- 
trolled programs. 

I heard data thrown out today not comparing, when they were 
comparing abstinence programs, comparing it to the universe rath- 
er than the schools around it, may have had an alternative pro- 
gram, which in science would have been mandatory. What is the 
universe? What is the comparison? What are the control groups? 

One of the most famous early studies in the 1980’s was in Min- 
nesota, where a school that had a family planning program said 
they reduced teen pregnancy. A quick check showed that every 
other school in Minneapolis went down more, because there were 
cultural variables and other things happening in the community, 
not just that program. So you have to have multiple control groups. 

We are having this debate today sounding like the science is in 
one direction when, as Dr. Crosse has pointed out, and I think fair- 
ly, that there should be factual information in any abstinence pro- 
gram. They shouldn’t be able to put out false information. There 
ought to be accountability to it. 
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One other question I had that was raised by — I forget her name, 
the young girl on the first panel — she said, as I understood her to 
say — Shelby — it was a secular program and a pastor came in as 
part of that. In these programs, are they allowed to invite guest 
speakers in? And if guest speakers come in, are they held to any 
accountable standards, which is something else that ought to be 
looked at. Did you look at that. Dr. Crosse? 

Ms. Crosse. We did not look at the specifics of the structures. 
And our recommendations are to the general information that are 
distributed for the programs. There is certainly always the possibil- 
ity that someone can come in and write something up on a black- 
board that would not be under any kind of control or review. 

Mr. SouDER. Because when we are dealing with these social, con- 
troversial issues, often somebody will be invited in from a local 
church, or somebody will be invited in from the other side. If, in 
fact, it is a religious community they will invite somebody in from 
Planned Parenthood to present that. The question is: how fact- 
based are we going to have this? Is there an accountability proce- 
dure? But I would think we should at least know in the presen- 
tation of a grantee whether they intend to do that, because other- 
wise it becomes hard. Do you know whether that is done now? 

Mr. Keckler. Well, there are a variety of methods. I think Dr. 
Fineberg talked about the great variety of methods that people are 
using, and we as a Department are going through this process to 
try to identify best practices, along with many other people in the 
field. So could somebody come in and speak? Yes. The grantee, 
however, is responsible under our current rules for ensuring medi- 
cal accuracy, and when we make a site visit there, either because 
we think there are good practices there or we have heard some 
problems with the grantee, medical accuracy is looked at, as well. 
So it is their assurance and their responsibility to maintain medi- 
cal accuracy. 

Our efforts on that have been welcomed by all the grantees. They 
want to be medically accurate. They appreciate our help. 

Mr. SouDER. I need to get another factual question on the record 
here. We have heard about the 17 States opting out, 33 are in. 
Have you had a drop-off in application rates? 

Mr. Keckler. The CBA grants have not shown any particular 
drop-off in that program. There have been this year fewer States 
applying for the State funds. 

Mr. SouDER. But there is still more demand than there is 
money? 

Mr. Keckler. Oh, yes. The CBA grants are probably the most 
competitive grant program that is currently making grants in ACF. 
In the last 3 years 

Mr. SouDER. You are saying of all the programs 

Mr. Keckler. In ACF, all the grant programs. 

Mr. SouDER. So the demand for this is huge. 

Mr. Keckler. Right. We have funded between 8 and 14 percent 
of grant applications in the last 3 fiscal years, so there is tremen- 
dous unmet demand. 

Chairman Waxman. Thank you, Mr. Souder. 

Mr. Shays. 

Mr. Shays. Thank you. 
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I don’t intend to use my full 8 minutes, given I missed a good 
chunk of this hearing, hut I want to ask you an ethical question, 
hoth of you. I think it clearly matters if a program is successful or 
not, and we determine success based on certain outcomes. I guess 
the first outcome, are young people having premarital sex or not. 
The outcomes disease, pregnancy, emotional issues, as well. 

But the ethical question for me is let’s just say that an absti- 
nence program was equal to, in terms of outcome, as one that was 
more comprehensive. Let me even say it this way. Let’s just say an 
abstinence program was even better. Don’t young people have a 
right to know the truth? And it seems to me that we are almost 
suggesting that if we can just focus on abstinence-only and leave 
out the rest of the story, because if we leave out the rest of the 
story they may have more sex, so we leave out the rest of the story. 

But it seems to me that is unethical. It seems to me maybe when 
you are talking to a 6th grade kid I don’t know, but it seems to 
me by the time a young people is a junior in high school they just 
deserve to know the truth, whatever the truth is. And you try to 
have impact on their young minds to do what we as adults thinks 
is responsible. 

The irony, I was speaking to some of my colleagues here and 
asked them if they had premarital sex. They said they did. And 
when they started to talk about it, it was almost like it was a good 
thing. I mean, the irony, the hypocrisy of this is kind of interesting, 
too. So I am just asking you about the ethics of denying people in- 
formation. Do they not deserve to know it? Or if they do know it, 
do you think they are going to do the wrong thing, so they 
shouldn’t have it? 

Chairman Waxman. Before you answer that question I want to 
indicate for the record that the gentleman did not ask me that 
question. [Laughter.] 

Mr. Keckler. Well, Congressman Shays, that is a very impor- 
tant question. Clearly, teens need to know the truth about their 
lives and about this area. The question, though, is do they need to 
know it all at once and in the same place. The Department sup- 
ports a risk avoidance message and a risk reduction message. 
There is important programmatic and practical reasons why we 
should have the capacity to be able to keep those messages distinct. 
There is a lot of jurisdictions and there is a lot of grantees that 
want to help and want to give the risk avoidance message but they 
don’t want to be compelled to include with that a risk reduction 
message. 

So being able to deliver those separately is useful from a pro- 
grammatic context. There are hypotheses out there on both sides 
of whether it is more effective to deliver a focused, pure risk avoid- 
ance message or whether it might be more effective some way com- 
bining it. As I have mentioned, that direct comparison of whether 
it is better to put them together or keep them separate has never 
fully been done, but it is important that both messages be out there 
and that both messages be accurate. 

Ms. Crosse. Just for the record, GAO has no position on this, 
but I will answer your question in that I think it is important and 
it is ethical for students, teenagers to be given complete informa- 
tion. I think it is a policy question where they get that information. 
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I think the heart of the ethical issue that we spoke to in our work 
is whether they he given any misleading information, and that 
clearly we have taken a position would not be ethical, and certainly 
not that the Federal Government would be supporting the dissemi- 
nation of the information that is not accurate to these teenagers in 
the programs. 

Mr. Shays. I thank both of you. 

Mr. SOUDER. Mr. Chairman, very briefly? 

Do you favor the same policy for cigarettes, that low-tar ciga- 
rettes, that we would show kids the level of nicotine and tar in the 
cigarettes between the different brands so that, since a high per- 
centage of them smoke anyway, we can give them better informa- 
tion on which cigarettes would be better to smoke? 

Mr. Shays. I would do this. I would make sure they had total 
knowledge, because if a young person is going to smoke, then I 
want to make sure that they have a sense of the degrees of harm 
they are causing themselves, so in that answer, yes, but I would 
be working overtime to have them understand that it would be a 
pretty bad thing to smoke. 

Chairman Waxman. Does the gentleman yield back the balance 
of his time? 

Mr. Shays. I do yield back. 

Chairman Waxman. I thank you very much. I thank the two of 
your for your presentation. 

Without objection, we are going to keep the record open for an 
additional 7 days so that Members may ask all the witnesses or 
any of the witnesses additional questions and get a response in 
writing, and then others may be able to submit additional informa- 
tion for the record. 

Thank you very much. This hearing is adjourned. 

[Whereupon, at 1:50 p.m., the committee was adjourned.] 

[Additional information submitted for the hearing record follows:] 
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AASECT supports comprehensive sexuality education because it is based upon 
standard scientific principles and it is effective. We are pleased to see the 
Committee on Oversight and Government Reform of the U.S. House of 
Representatives continue to analyze the failures of the abstinence-only until 
married educational fiasco, simply because it has no evidence proving it 
effective in any area of youth behavior. In fact, some independent studies have 
found the various abstinence-only approaches to be harmful to youth 
(Bruckner & Bearman, 2005). 

The creation of the abstinence-only programs in 1996 was done trader 
darkness without debate in Congress in the midst of omnibus welfare reform. 
The program was written and designed at the Heritage Foundation, not by 
health educators or prevention experts, but by ideologues intent upon 
promoting and funding a political agenda for sympathizers who were 
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tangentially related to the fields of health and education. The effort succeeded 
in creating a program that has now wasted over $1.5 billion in US tax dollars. 
When matching funds required of the states under Title V are included, the 
figure becomes even more astounding. It is no wonder that a dozen years down 
this road that more than seventeen states have decided to refuse these “funds 
to nowhere.” 

Earlier work by this committee has shown disturbing practices within a 
majority of these federally-financed programs. Many of the curricula used in 
abstinence-only programs are medically inaccurate. Many contain “false, 
misleading or distorted information.” A 2004 investigation by the minority 
staff of the House Government Reform Committee reviewed 13 commonly 
used abstinence-only curricula taught to millions of school-age youth. The 
study concluded that two of the curricula were accurate but that 11 others, used 
by 69 organizations in 25 states, blurred religion and science, and contained 
unproven claims and subjective conclusions or outright falsehoods regarding 
the effectiveness of contraceptives, gender traits, and when life begins. Among 
the misconceptions and outright falsehoods: 

• A 43-day-old fetus is a "thinking person.” 

• HIV can be spread via sweat and tears. 

• Half of gay male teenagers in the United States have tested positive for 
HIV. 

• Pregnancy can result from touching another person’s genitals. 

• Condoms fail to prevent HIV transmission as often as 31 percent of the 
time in heterosexual intercourse. 

• Women who have an abortion "are more prone to suicide." 

• As many as 10 percent of women who have an abortion become sterile. 
(Committee on Government Reform, 2004) 

Abstinence-only-until-married programs are of little value to sexually active 
teens and, by definition, discriminate against lesbian, gay, bisexual, and 
transgender youth. Adolescents are often reluctant to acknowledge sexual 
activity, seek out contraception, and/or discuss sexuality, even in the most 
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open settings. Abstinence-only programs do not provide a much-needed 
forum in which sexually active adolescents can address critical issues - such as 
safer sex, the benefits of contraception, legal rights to health care, and ways to 
access reproductive health services. Instead, abstinence-only programs allow 
discussions only within the narrow limits developed by those who wrote the 
original law with its narrow definitions, and then managed to have it adopted 
by their supporters in Congress. 

The abstinence-only initiatives also discriminate against all youth in such 
programs who are in nontraditional famDies, including single-parent 
households or those whose parents are gay, lesbian, bi-sexual or transgender. 

When Congress originally funded the abstinence-only initiatives, no funding 
was included for evaluation. After considerable outcry from the public health 
sector expected to administer the funds. Mathematic Policy Research was 
granted funding to do an assessment. It took them eleven years to finally 
publish a very damning report. 

Here a description of their findings as reported on the web by the Kaiser 
Family Foundation’s Women’s Daily Hedth Report: 

“Abstinence-only sex education programs are not effective in preventing or 
delaying teenagers from having sexual intercourse, according to a report 
released on Friday by Mathematica Policy Research , the Washington Post 
reports (Sessions Stepp, Washington Post, 4/14). The report, which was 
commissioned by Congress, followed 2,057 U-S- teenagers in late elementary 
and middle school who participated in four abstinence programs, as well as 
students in the same grades who did not participate in such programs. The 
study was conducted in Clarksdale, Miss.; Miami; Milwaukee; and Powhatan, 
Va. The average age of the students who participated in abstinence education 
was 11 to 12 when they entered the programs in 1999, and they participated in 
the programs for one to three years, the AP/Boston Globe reports. The 
students were an average age of 16.5 when Mathematica conducted a follow-up 
study in 2005 and early 2006. About half of the students who received 
abstinence education and about half of those who did not reported that they 
abstained from sex, according to the study (Freking, AP/Boston Globe, 4/16). 
Teenagers who were sexually active reported having had sex for the first time 
when they were about 15 years old, the findings showed. More than one-third 
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of both groups had two or more sexual partners, the study found {Washington 
Post, 4/14). Twenty-three percent of both groups reported having had sex and 
always using a condom; of both groups reported having had sex and only 

sometimes using a condom; and 4% of the students in both groups reported 
having had sex and never using a condom, according to the report.” 
rhttp://www.lcai.semetwork.org/dailv reports/rep index.cfm?hint=2&DR I 
D=4426?tl 

With the absence of evidence of effectives in programs this lacking after this 
many years and this much funding, no programs of this type should continue 
to receive funding. It is time for Congress to fund effective comprehensive 
sexuality education that leads to healthy, positive sexual beings in our nation. 
Our youth deserve no less. 

Thank you for the opportunity to comment. 

Stephen Conley, PhD 
DrSConlev(5)aasect.org 
(804) 752-0026 


//////////////////////////////////////// 
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On behalf of the American Civil Liberties Union (ACLU), a nonpartisan public interest 
organization dedicated to protecting the constitutional rights of individuals, and its hundreds of 
thousands of members, activists, and 53 affiliates nationwide, we would like to thank Chairman 
Waxman, Ranking Member Davis, and the esteemed Committee on Oversight and Government 
Reform for the opportunity to submit a statement for the record of this hearing on “Domestic 
Abstinence-Only Programs: Assessing the Evidence.” 

Since 1996, Congress has appropriated more than a billion dollars for educational programs that 
focus exclusively on abstinence and censor other information that can help young people make 
responsible, healthy, and safe decisions about sexual activity. While federal funding for 
abstinence-only-until marriage programs has increased steadily to more than $176 million 
annually, there are no federal funds dedicated to supporting sexuality education programs that 
teach both abstinence and contraceptive use. 

We applaud the Committee’s timely and appropriate scrutiny of abstinence-only-until-marriage 
programs. Scientific evidence has accumulated over the past years that casts serious doubts upon 
the effectiveness of these programs and calls into question the wisdom of a substantial federal 
investment exceeding one billion dollars. Indeed, the evidence points to but one conclusion: 
abstinence-only programs represent a failed and ideologically-based policy. They are not based 
on science or on good public health policy. Most troubling, they represent a purposeful 
campaign to mislead, distort, stifle and censor; they encourage a disturbing trend to politicize 
science; and they express a disdain for knowledge and the free exchange of ideas that stands at 
the heart of our democracy and historical traditions. 

Let us be clear: where local communities choose to offer young people instruction and guidance 
about human sexuality, abstinence should be an important component of that educational 
program. However, federally funded programs focusing exclusively on abstinence work against 
good public health policy and also raise serious civil liberties concerns. Congress ought not to 
support programs that censor information, reinforce gender stereotypes, provide inaccurate and 
misleading information, promote religion in the classroom, serve a narrow ideological agenda, 
and jeopardize the well-being of young people. Funding for abstinence-only programs should 
end immediately. 

Some Abstinence-Only Programs Impermissibly Promote Religion 

In violation of First Amendment guarantees, some federally funded abstinence-only programs 
contain religious teachings about proper sexual behavior and values. 

The Supreme Court has made clear that religion is impermissibly advanced, and the Constitution 
violated, when government aid is used to fund “specifically religious activit[ies]” even within 
“an otherwise substantially secular setting.” Bowen v. Kendrick, 487 U.S. 589,621 (1988) 
(internal quotation and citation omitted). Indeed, it was in Bowen, a case challenging the 
constitutionality of the Adolescent Family Life Act and its appropriation of funds for abstinence- 
only education, that Justice O'Connor emphasized, “any use of public funds to promote religious 
doctrines violates the Establishment Clause.” Id. at 623 (O'Connor, J. concurring). 
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Although federal funding guidelines do not permit abstinence-only grantees to convey overt 
religious messages or to impose religious viewpoints, in practice, many of these programs do 
precisely that. For example, in ACLU v. Leavitt, the ACLU showed how federal dollars were 
supporting an overtly religious abstinence-only program called The Silver Ring Thing, which 
had been awarded more than $1 million dollars in federal money in the prior three years. 

During the Silver Ring Thing’s flagship three-hour program, members testified that accepting 
Jesus Christ improved their lives, quoted Bible passages, and urged audience members to ask the 
Lord Jesus Christ to come into their lives. As a result of the ACLU’s lawsuit, federal officials 
suspended federal funding of the Silver Ring Thing. And, in February 2006, the ACLU 
announced a settlement with HHS, under which HHS agreed that it would not fund the program 
as currently structured. 

Most recently, in May 2007, the ACLU expressed concern to HHS about the misuse of 
abstinence-only funds by two grantees funded by the federal Community Based Abstinence 
Education Program (CBAE). Specifically, one Oregon grantee created the Stop and Think 
abstinence program and contracted with another grantee to teach the program in various venues 
across the country. In order to use the program, the second grantee had to sign a contract 
containing the following conditions: 

1 ) The presenter and supervisor 

a) possess an authentic relationship with Jesus Christ 

b) possess knowledge of the word of God, and the ability to communicate it’s 
[sic] truth 

c) exhibit a loving and merciful spirit 

d) attend a Bible believing local church or fellowship 

This contract was provided to HHS as part of the second grantee’s application for CBAE 
funding. Moreover, an advertisement by one of the grantees for a full-time abstinence director 
“responsible for overall implementation of the Stop & Think [program]’’ directed applicants to 
send a resume and “letter of Christian testimony.” 

A direct grant of government dollars violates the Constitution when it is used to fund specifically 
religious activities. In the cited circumstances, one grantee required, and another agreed, that all 
presenters of the federally funded Stop and Think program hold particular religious beliefs. 
Additionally, proselytization was an essential component of the Stop and Think program and the 
program contained religious or sectarian messages. As a result of the ACLU’s complaint, HHS 
conducted investigations of both grantees and reported that the Oregon grantee would require 
“all abstinence education program staff to sign a statement of understanding that they may not 
proselytize while working with any federally funded program.” In addition, HHS found that 
though the other grantee, which had been organizing “purity balls,” “took steps to separate 
[religious and non-religious] programs, the separation between the two events could in the future 
be strengthened.” 
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Abstinence-only Programs Censor Information 

Statistics reveal that teens need information about contraception and sexual health; nearly two- 
thirds of all high school seniors in the U.S. have had sexual intercourse; approximately 822,000 
pregnancies occurred among 15-19 year old women in 2000; and each year, approximately 9.1 
million 15-24 year olds are infected with sexually transmitted infections. 

However, recipients of abstinence-only funds are censored in the information they can provide to 
students. Federal funding can be used solely to offer programs with the “exclusive purpose” of 
teaching the benefits of abstinence programs. In the context of these programs, grantees may not 
provide a participating adolescent with any information that is inconsistent with the narrow 
eight-point definition of abstinence-only education. These programs thus leave teens without 
information critical to protecting their health and preventing pregnancy. 

The government’s mandate thus censors the transmission of vital information about human 
sexuality and reproduction. And in the schools, this funding serves to force many teachers to 
avoid providing educational information they consider valuable to teens. A 1999 nationally 
representative survey of 7th- 12th grade teachers in the five specialties most often responsible for 
sex education found that a strong majority believed sexuality education courses should cover 
birth control methods (93.4%), factual information about abortion (89%), where to go for birth 
control (88.8%), the correct way to use a condom (82%), and sexual orientation (77.8%), among 
other topics. 

The federal government should not censor educational programs concerning the communication 
of vital information to young people. 


Abstinence-only Programs Provide Inaccurate and Misleading Information 

Many federally funded abstinence-only programs present teens with inaccurate information. A 
study conducted by the House of Representatives Committee on Government Reform found that 
1 1 of the 1 3 abstinence-only curricula used by CBAE programs “contain major errors and 
distortions about public health information,” including HIV and other STD prevention, 
pregnancy prevention, and condom effectiveness. The problems have not gone away. 

Most recently, the ACLU conducted investigations into HHS violations of a federal law relating 
to medical accuracy of educational materials. Specifically, by letter dated April 25, 2007, the 
ACLU called on HHS to take immediate action to remedy its ongoing violations of 42 U.S.C. § 
247b-l7(c)(2), a federal statute that requires that a broad category of educational materials must 
include medically accurate information about the effectiveness of condoms in preventing STDs. 

In that letter, and other supporting documents, we addressed a number of abstinence-only 
materials that are covered by 247b- 17(c)(2), but failed to meet its requirements. Instead, they 
omitted vital information about condom effectiveness and contained inaccuracies suggesting that 
condoms fail to protect against infection, when in fact they are highly effective at doing so. 
Following that initial complaint, the ACLU communicated over the course of several months 
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with officials at ACF in order to ensure that particularly problematic curricula identified in its 
letter were either corrected or no longer funded. While the entity that produced one of those 
curricula, Teen-Aid Inc., is no longer a CBAE grantee, the other, Why kNOw, continues to 
receive federal funds. Some improvements to the Why kNOw materials were made after our 
complaint. But, as we have advised HHS, serious inaccuracies remain — despite HHS’s 
assurances that it reviews for, and demands, medical accuracy in all grantees’ educational 
materials. Thus, it is clear that HHS is unable, or simply unwilling, to ensure that abstinence- 
only grantees satisfy minimum standards of scientific and medical accuracy. 

Congress should not support the dissemination of medically inaccurate and misleading 
information. Rather, it should fund programs that provide teens with medically accurate and 
complete information about abstinence as well as contraceptives. 


Abstinence-Only Programs are Ineffective 

There is no conclusive evidence that abstinence-only programs, which teach students to abstain 
from sex until married and generally only teach about contraceptive failure, reduce the rate of 
unintended pregnancy or STDs. 

Moreover, studies show that most abstinence-only programs do not help teens delay having sex, 
and some show evidence that these programs actually deter teens who become sexually active 
from protecting themselves from unintended pregnancy or STDs. 

In April 2007, a long-awaited study by Mathematica Policy Research Inc., on behalf of HHS, 
showed that abstinence-only programs don't work. This congressional ly commissioned study, 
Impacts of Four Title V, Section 510 Abstinence Education Programs, evaluated several 
federally funded programs and found that teens who participated in them were just as likely to 
have sex as teens who did not participate. Specifically, the report concluded that, “[findings 
indicate that youth in the program group were no more likely than control group youth to have 
abstained from sex and, among those who reported having had sex, they had similar numbers of 
sexual partners and had initiated sex at the same mean age.” 

In light of recent research highlighting the lack of medical accuracy of these programs, and at a 
time when the Administration emphasizes accountability in funding only programs with 
demonstrated success, the continued funding of unproven programs is deeply troubling. 


Many Abstinence-Only Programs are Hostile to Gay and Lesbian Youth 

Federally funded abstinence-only programs marginalize gay and lesbian students and stigmatize 
homosexuality by requiring programs to teach that a “mutually faithful monogamous relationship 
in [the] context of marriage is the expected standard of human sexual activity.” Such a message 
rejects the idea of sexual intimacy for lesbians and gays, ignores their need for critical 
information about protecting themselves from STDs in same-sex relationships, and creates a 
hostile learning environment. 
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Indeed, a study of Ohio abstinence-only programs concluded, “one of the greatest flaws of 
abstinence programs is their inherent exclusion of [lesbian, gay, bisexual, and transgender] 
youth.” A recent review of the leading abstinence-only curricula found that most address same- 
sex sexual behavior only within the context of promiscuity and disease, and several are overtly 
hostile to lesbians and gay men. 

For example, in its parent-teacher guide, an abstinence-only program called “Facing Reality” 
instructs educators to teach students that homosexuals with AIDS are now suffering for the 
“choices” they made regarding their sexual orientation. Materials from an abstinence-only 
program used recently in Alabama state that “same sex ‘union’ cannot provide an adequate 
means of achieving a genuine physical relationship with another human being because this type 
of ‘union’ is contrary to the laws of nature.” 

By positioning sexual relations within a heterosexual marriage as the “standard” for sexual 
activity and teaching that STDs are a form of moral punishment for homosexuality, abstinence- 
only programs undermine efforts to educate students about protecting their health and create a 
hostile learning environment for lesbian and gay students or the children of lesbian, gay and/or 
single parents. 

Federal funding of such programs should not be tolerated. 


Conclusion 

The ACLU applauds the Committee’s examination of abstinence-only programs and urges 
continued action to bring this failed policy to an end. 
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Chairman Waxman, Ranking Member Davis, and members of the Committee, thank you for holding this 
hearing. I am submitting this statement on behalf of the American College of Obstetricians and 
Gynecologists (ACOG), representing 5 1 ,000 physicians and partners in women’s health. 

Sexual development and sexual health are integral parts of human health and development. As such, 
sexuality education is a necessary part of comprehensive health education, the goal of which is to help 
children and adolescents become healthy adults with responsible health behaviors. Sexuality education is 
often a part of “family life education,” which encompasses a broad range of topics that prepare young people 
for marriage, parenthood, and family responsibilities. 

Despite fears to the contrary, careful and objective scholarly research during the last two decades has shown 
that sexuality education does not increase rates of sexual activity among teenagers. Rather, sexuality 
education increases knowledge about sexual behavior and its consequences and increases prevention 
behaviors among those who are sexually active. 

Sexuality education/family life education is valuable in its ability to trathfiilly educate young people about 
sex and its risks, to provide them with knowledge to protect themselves from unwanted pregnancy and 
sexually transmitted diseases, including HIV infection. Young people must have accurate and sufficient 
information to make responsible choices and to become responsible adults. Teaching correct information 
about sexuality or any other topic in school does not prevent any parent from teaching and modeling values 
and expectations in the home, rather it should assist parents in providing opportunities for family 
communication. 

ACOG long has supported comprehensive, age-appropriate sexuality education for children of all ages. 
Medically Accurate and Scientific-Based Curricula 

Abstinence-only programs restrict information about condoms and contraception — critical 
information that protects the health of young people and can prevent unplanned pregnancy, HIV 
infection, and other sexually transmitted diseases. Withholding lifesaving information from young 
people is unacceptable. 

A 2004 report by the House Committee on Government Reform, requested by Congressman Henry 
Waxman, found fliat many federally-funded abstinence-only programs distort public health data and 
misrepresent the effectiveness of contraception. The report found instances where programs erroneously 
stated that 5% to 10% of women who have legal abortions will become sterile, denied condoms help prevent 
the spread of STDs, and suggested that sweat and tears are risk factors for HIV transmission. All federally- 
funded sexuality education, family life education, abstinence education, comprehensive health education and 
character education programs should provide medically accurate information. Anything less leaves young 
people vulnerable to unintended pregnancy and STDs. 

An October 2006 GAO report corroborates Waxman’s finding. GAO found that HHS is not reviewing all 
abstinence-only programs for scientific accuracy or requiring that state grant recipients review materials. Of 
the materials that have been reviewed, some contain serious inaccuracies, such as suggesting that HIV can 
pass through condoms because latex is porous. 

The inaccuracies found in some abstinence-only curricula severely undermine adolescent health. It is 
essential that programs funded by Congress and introduced into school are medically and scientifically 
accurate. Anything less leaves young people vulnerable to unintended pregnancy and STDs. 
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Comprehensive Sexuality Education is Needed to Combat Teen Pregnancy and STDs 

The most comprehensive and authoritative study to date on abstinence-only programs has shown that they 
have no impact. An April 2007 multi-year, experimentally-based impact study conducted by Mathematica 
Policy Research fortheU.S. Department ofHealth and Human Services found that abstinence-only 
programs supported by Title V, Sec. 510 had no impact. Youth in abstinence-only education programs were 
no more likely to have abstained from sex than those in a control g'oup with no sexuality education. Among 
those who reported having sex, they had a similar number of sexual partners, initiated sex at the same age, 
had the same rates of unprotected sex, and had the same level of knowledge on unprotected sex risks and the 
consequences of STDs. The Mathematica Policy Research study is especially important today with the new 
study released by the Centers for Disease Control and Prevention that found 1 in 4 teenage girls have a 
sexually transmitted disease. 

Conversely, comprehensive sex education programs have shown positive effects. According to a report by 
the National Campaigi to Prevent Teen Pregnancy, Emerging Answers 2007 Research Findings on 
Programs to Reduce Teen Pregnancy, found that two-thirds of the 48 comprehensive programs that 
supported both abstinence and the use of condoms and contraceptives for sexually active teens had positive 
behavioral effects. Specifically, over 40% of the programs delayed the initiation of sex, reduced the number 
of sexual partners, and increased condom or contraceptive use; almost 30% reduced the frequency of sex 
(including a return to abstinence); and more than 60% reduced unprotected sex. Furthermore, nearly 40% of 
the programs had positive effects on more than one of these behaviors. 

Emerging Answers 2007 clearly showed that comprehensive sex and HTV education programs did not 
increase sexual activity, hasten the onset of sex, increase the frequency of sex, or increase the number of 
sexual partners. To the contrary, some sex and HIV education programs delay the onset of sex, reduce the 
frequency of sex, or reduce the number of sexual partners. The study found that the two most important 
messages for an effective program are: (1 ) being clearly focused on sexual behavior and contraceptive use; 
and (2) delivering a clear message about abstaining from sex as the safest choice for teens and using 
protection against STDs and pregnancy if a teen is sexually active. 

Dedicated Funding for Comprehensive Sex Education 

ACOG firmly believes that sexuality education should promote age-appropriate and scientifically accurate 
information about the effective use of contraception, as part of a comprehensive sexuality education 
curriculum. ACCXj proposes funding comprehensive sexuality education at the federal level to respond to 
the approximately 750,000 teen pregnancies every year, including the 82% of those unintended teen 
pregnancies. With the research showing that eighty-six percent of the decline in cases of teen pregnancy 
from 1995-2002 was attributed to the use of contraception, ACOG believes that providing a federal program 
for comprehensive sexuality education is paramount for our nation’s public health. 

Unfortunately, there are no federal programs dedicated to supporting comprehensive sexuality education, yet 
there are three federal programs dedicated to funding abstinence-only education. With growing discontent 
from the public in regards to unproven abstinence-only education programs, which includes 1 7 states 
rejecting Title V funding and 82% of adults supporting programs that teach students about both abstinence 
and other methods of preventing pregnancy and sexually transmitted diseases, it is time to shift the funding 
to more appropriate sources like comprehensive sexuality education programs. 
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Sexuality education is a major component of comprehensive health education, the goal of which is to help 
children and adolescents avoid teen pregnancies and become healthy adults with responsible health behaviors. 
ACOG supports promoting abstinence from sexual intercourse as the preferred responsible behavior for 
adolescents, supports comprehensive sex education that inciudes age appropriate curriculum and medically 
accurate information about contraception. 

Careful and objective scholarly research during the last two decades has shown that comprehensive 
sexuality education does tipt increase rates of sexual activity among teenagers. Rather, it promotes 
prevention behaviors among sexually active young people by giving them factual information about the 
consequences of sexual behavior. 

Sexuality education, sometimes included in family life education, helps teenagers postpone sexual activity 
in a number of ways. Comprehensive sexuality education helps teens develop skills to resist pressures to 
become sexually active; provides training in decision-making skills related to dating, sexuality, 
contraception, abortion, childbearing, and parenthood; and helps them understand that abstinence from 
intercourse is the surest way to prevent STDs and pregnancy. 

ACOG Supports Comprehensive Sexuality Education Programs that: 

• Encourage parental involvement in their children's sexuality education. 

• Promote healthy lifestyles for adolescents and their families. 

• Promoting abstinence from sexual intercourse as the preferred responsible behavior for 
adolescents; 

• Increasing rates of effective use of contraeeptives, including condoms, by sexually active 
adolescents; and 

■ Supporting increased availability of confidential reproductive health services, including 
family planning and services for the prevention, diagnosis, and/or treatment of STDs. 

• Provide scientifically accurate information about sexuality, STDs, contraception, and preventive 
health care. 

• Ensure ongoing rigorous evaluation of the effectiveness of all sexuality education programs to 
determine their effect on sexual behavior and on unintended pregnancy and abortion rates. 

Current Federal Funding 

• There are no federal programs dedicated to supporting comprehensive sexuality education. The 
three federal abstinence-only education programs are Commimity-Based Abstinence Education 
(CBAE), Title V, Section 5 10(b) of the Social Security Act (Title V), and Adolescent Family Life 
Act (AFLA). In Fiscal Year 2008, CBAE was funded at $ 1 13 million. Title 'V at $50 million, and 
AFLA at $13 million. 

Rates of Teen Pregnancy and STDs Must be Reduced 

• There are approximately 750,000 teen pregnancies every year, and 82% of which are unintended. ' 
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• 86% of the decline in teen pregnancy fiom 1995-2002 is due to increased use of contraceptives, 
14% is attributed to teens delaying sex or having sex less often." 

• A study by the Centers for Disease Control and Prevention (CDC) found that 1 in 4 teenage girls 
have a sexually transmitted disease,^ 


Absitinence-Only Education is Ineffective 

• The most comprehensive and authoritative studies to date show that abstinence-only 
programs do not aceomplish their goals. An April 2007 multi-year, experimentally-based 
impact study conducted by Mathematica Policy Research for the U.S. Department of Health and 
Human Services found that abstinence-only programs supported by Title V, Sec. 510 had no 
impact. Youth in abstinence-only education programs were no more likely to have abstained from 
sex than those in a control group with no sexuality education. Those who reported having sex had 
a similar number of sexual partners, initiated sex at the same age, had the same rates of 
unprotected sex, and had the same level of knowledge on unprotected sex risks and the 
consequences of STDs as the control group. ^ 

• A study of Postponing Sexual Involvement (PSl) in Atlanta, Georgia measured the impact of an 
“abstinence-plus” intervention that combined abstinence and a discussion of contraception, and 
found that the programs delayed the initiation of sex. When PSl was implemented in California as 
an abstinence-only program, without the unit on contraception, a rigorous evaluation found that it 
did not delay the initiation of sex.^ 

• Despite grant requirements, many abstinence-only programs fail to conduct a rigorous 
review of their programs’ effectiveness. An October 2006 Government Accountability Office 
(GAO) report found that the reviewed programs have not met the minimum scientific criteria to 
draw valid conclusions.* 


Comprehensive Sexuality Education Works 

• According to a report by the National Campaign to Prevent Teen Pregnancy, Emerging Answers: 
Research Findings on Programs to Reduce Teen Pregnancy, a large body of research clearly 
showed that sex and HIV education programs can delay the onset of teen sex, reduce the 
frequency of sex, or reduce the number of sexual partners. The programs did not increase sexual 
activity - they did not hasten the onset of sex, increase the frequency of sex, or increase the 
number of sexual partners. 

• The study found that the two most important messages for an effective program are: ( 1 ) 
being clearly focused on sexual behavior and contraceptive use; and (2) delivering a clear 
message about abstaining from sex as the safest choice for teens and using protection 
against STDs and pregnancy if a teen is sexually active ’ 

• Emerging Answers 2007 found that two-thirds of the 48 comprehensive programs that supported 
both abstinence and the use of condoms and contraceptives for sexually active teens had positive 
behavioral effects. Specifically, over 40% of the programs delayed the initiation of sex, reduced 
the number of sexual partners, and increased condom or contraceptive use; almost 30% reduced 
the frequency of sex, including a return to abstinence; and more than 60% reduced unprotected 
sex. Nearly 40% of the programs had positive effects on more than one of these behaviors.* 

• An April 2008 national study assessed the impact of formal sexuality education programs on teen 
sexual health. The study found that comprehensive sexuality education programs were 
significantly associated with reducing the risk of teen pregnancy. Comprehensive sexuality 
programs were also marginally associated with a decreased likelihood of becoming sexually 
active. In contrast, the study found that abstinence-only programs had no significant impact on 
delaying the initiation of sexual activity or reducing the risk for teen pregnancy and STDs. ’ 
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Medically Accurate and Scientific-Based Curricula 

• A 2004 report by the House Committee on Government Reform, requested by Congressman 
Henry Waxman, found that many federally-funded abstinence-only programs distort public health 
data and misrepresent the effectiveness of contraception.™ The report found instances where 
programs erroneously stated that 5% to 10% of women who have legal abortions will become 
sterile, denied condoms help prevent the spread of STDs, and suggested that sweat and tears are 
risk factors for HIV transmission. All federally-funded sexuality education, family life education, 
abstinence education, comprehensive health education and character education programs should 
provide medically accurate information. Anything less leaves young people vulnerable to 
unintended pregnancy and STDs." 

• An October 2006 GAO report backed up Waxman’s findings, showing that HHS does not review 
abstinence-only programs for scientific accuracy or review grant-recipient materials. In reviewing 
some program materials, GAO found serious inaccuracies, such as suggestions that HIV can pass 
through condoms. 


States Refuse Abstinence-Only Funding 

• At least 17 states have explicitly rejected funding for federal abstinence-only education or are not 
expected to apply for Title V, Section 510 funds because of the strict abstinence-only rules that 
they must follow." These rules require programs to adhere to a strict eight-point definition of 
abstinence-only education. The curriculum’s exclusive purpose must be “teaching the social, 
psychological, and health gains to be realized by abstaining from sexual activity.” They must also 
teach that “sexual activity outside of marriage may have harmful psychological and physical 
effects.” The programs may not discuss contraceptives, except in the context of failure rates. 

• Arizona Governor Janet Napolitano said that she accepted Title V abstinence-only funding in 
previous years “in part to see whether it worked,” but added that every recent study has shown 
that abstinence-only programs do not delay the onset of sexual behavior or decrease teen 
pregnancy rates, Napolitano said she believes in education that “strongly promotes abstinence” 
but will only accept federal funding again if it can be used for a “cundculum that provides 
comprehensive and medically accurate sexuality education.” 

• New York State Health Commissioner Dr. Richard F. Daines stated, “The Bush administration’s 
abstinence-only program is an example of a failed national healthcare policy directive. . .” and that 
the policy was “. . .based on ideology rather than on sound scientific-based evidence that must be 
the cornerstone of good public healthcare policy.” 


The Public Supports Comprehensive Sexuality Education 

• 93% of parents of junior high school students and 91% of parents of high school students believe 
that it is very important or somewhat important to have sexuality education as part of the school 
curriculum." 

• 95% of parents of junior high school students and 93% of parents of high school students believe 
that birth control and methods of preventing pregnancy are appropriate topics for middle school 
and high school students." 

• 82% of adults support progtams that teach students about both abstinence and other methods of 
preventing pregnancy and sexually transmitted diseases," 

• 72% of parents of junior high school students and 65% of parents of high school students believe 
that federal government funding “should be used to fund more comprehensive sexuality education 
programs that include information on how to obtain and use condoms and other contraceptives.”" 
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Science and Success, Second Edition; 

Sex Education and Other Programs that Work to Prevent Teen 
Pregnancy, HIV & Sexually Transmitted Infections 


Until recently, teen pregnancy and birth rates had declined in the United States. Despite 
these declines, US teen birth and sexually transmitted infection (STI) rates remain among the 
highest in the industrialized world. Given the need to focus limited prevention resources on 
effective programs, Advocates for Youth undertook exhaustive reviews of existing research to 
compile a list of those programs proven effective by rigorous evaluation. Nineteen programs 
appeared in Science and Success when it was first published in 2003; seven additional 
programs are included in Science and Success, Second Edition. 

Crit6rl3 for inclusion — The programs included in this document all had evaluations that: 

• Were published in peer-reviewed journals (a proxy for the quality of the evaluation 
design and analysis); 

• Used an experimental or quasi-experimental evaluation design, with treatment and 
control / comparison conditions; 

• Included at least 100 young people in treatment and control / comparison groups. 
Further, the evaluations either: 

• Continued to collect data from both groups at three months or later after 
intervention 

And 

• Demonstrated that the program led to at least two positive behavior changes among 
program youth, relative to controls: 

o Postponement or delay of sexual initiation; 

0 Reduction in the frequency of sexual intercourse; 
o Reduction in the number of sexual partners / increase in monogamy; 

o Increase in the use, or consistency of use, of effective methods of contraception 
and/or condoms; 

o Reduction in the incidence of unprotected sex. 

Or: 

• Showed effectiveness in reducing rates of pregnancy, STIs, or HIV in intervention 
youth, relative to controls. 

Progrsm Effects — Twenty-six programs met the criteria described above. These 26 programs 
were able to affect the behaviors and/or sexual health outcomes of youth exposed to the 
program. 
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Risk AV0idanC6 Through Abstlnonce — Fourteen programs demonstrated a statistically significant delay in the timing 
of first sex among program youth, relative to comparison / control youth. One of these programs is an intervention 
for elementary school children and their parents. The other 13 programs target middle and high school youth and 
all include information about both abstinence and contraception, among other topics and/or services. (See Table 

A, Page 3-4) 

Risk Reduction for Sexualty Active Youth — Many of die programs also demonstrated reductions in other sexual risk- 
taking behaviors among participants relative to comparison / control youth. (See Table A, Page3-4) 

• 1 4 programs helped sexually active youth to increase their use of condoms. 

• 9 programs demonstrated success at increasing use of contraception other than condoms. 

• 1 3 programs showed reductions in the number of sex partners and/or increased monogamy among program 
participants. 

• 7 programs assisted sexually active youth to reduce the frequency of sexual intercourse. 

• 10 programs helped sexually active youth to reduce the incidence of unprotected sex. 

Reduced Rates of Teenage Pregnancy or Sexually Transmitted Infections— Thirteen programs showed statistically 
significant declines in teen pregnancy, HiV or other STIs. Nine demonstrated a statistically significant impact 
on teenage pregnancy among program participants and four, a reduced trend in STIs among participants when 
measured against comparison / control youth. (See Table A, Page 3-4) 

Increased Receipt of Health Care or Increased Compliance with Treatment Protocols— six programs achieved 

improvements in youth’s receipt of health care, and/or compliance with treatment protocols. (See Table A, Page 
3-4) 

Program Content — Of the 26 effective programs described here, 23 included information about abstinence and 
contraception within the context of sexual health education. Of the three that did not include sexual health 
education, two were early childhood interventions and one was a service-learning program. 

Following is a brief description of each of the 26 programs. For more detailed descriptions, please see Science and 
Success, Second Edition, Advocates for Youth, 2008. or visit www.advocatesforyouth.org/programsthatwork/. 
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Table A. Effective Programs: Impact on Adolescents' Risk for Pregnancy, HIV & STIs 
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I. School Based Programs 

1. AIDS Prevention for Adolescents in School 

This HIV/STl prevention curriculum compri^s six sessions, delivered on consecutive days, and includes 
experiential activities to build skills in refusal, risk as^ssment, and risk reduction. It is recommended for use 
with African American, Hispanic, white, and Asian high school students in urban settings. Evaluation found that 
this program assisted sexually experienced pariicipants to increase monogamy, reduce the number of their drug- 
using sexual partners, and increase condom use. The program had no significant effect on delaying the initiation 
of sex. Evaluation found the program to be associated with a favorable trend in the incidence of STls among 
participants, relative to controls. ‘ 

For More Information or to Order, Contact 

• Sociometrics, Program Archive on Sexuality, Health & Adolescence: Phone, 1.800.846.3475; Fax, 
1.650.949.3299; E-mail, pasha@socio.com; Web, http://www.socio.com 


2. Get Real about AIDS 

This HIV risk reduction curriculum comprises 1 5 sessions delivered over consecutive days. It includes experiential 
activities to build skills in refusal, communication, and condom use. Other components include activities, such as 
public service announcements, to reach more youth and reinforce educational messages. It is recommended for 
use with sexually active, white and Hispanic, urban, suburban, and rural, high school students. Evaluation found 
that the program assisted sexually active participants to reduce the number of their sexual partners, increase 
condom use, and increase condom purchase. The program did not affect the timing of sexual initiation. It did not 
reduce the frequency of sex among sexually active youth nor their use of drugs and alcohol prior to having sex.^ 

For More information or to Order, Contact 

• Sociometrics, Program Archive on Sexuality, Health & Adolescence: Phone, 1.800.846.3475; Fax, 
1.650.949.3299; E-mail, pasha@socio.com; Web, http://www.socio.com 


5. Postponing Sexual Involvement (Augmenting a Five-Session Human Sexuality Curriculum) 

This five-session, peer-led curriculum is designed to augment a five-session human sexuality curriculum led by 
health professionals, who also refer sexually active youth for nearby reproductive health care. It is recommended 
for use with eighth grade, black urban youth, especially those at socioeconomic disadvantage. Evaluation showed 
delayed initiation of sexual intercourse and, among sexually experienced participants, reduced frequency of 
sex and increased use of contraception. When replicated without fidelity (including omission of the five-session 
human sexuality curriculum), the program led to no changes in sexual behavior among participants relative to 
comparison youth 

For More Information or to Order Postponing Sexual Involvement to Augment Human Sexuality Education, Contact 

• Marian Apomah, Coordinator, Jane Fonda Center; Emory Unversity School of Medicine: Building A 
Briarcliff Campus, 1256 BriarclifT Road, Atlanta, GA, 30306; Phone, 404.712.4710; Fax, 404.712.8739 
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4. Postponing Sexual involvement Human Sexuality 8 . Health Screening 

This pregnancy prevention program combines the five-session, peer-led Postponing Sexual Involvement 
curriculum with elements drawn from the Self Center (described below), and includes: three classroom sessions 
on reproductive health, delivered to seventh graders by health professionals and, again the next year, to eighth 
graders; group discussions; and a full-time health professional from outside the school and working in the school. 
Other components of the program include individual health risk screening and an eighth grade assembly and 
contest. The program is recommended for seventh and eighth grade, urban, African American, economically 
disadvantaged females. Evaluation found that the program assisted female participants to delay initiation of 
sexual intercourse and increased the use of contraception by sexually active female participants. Evaluation 
found no statistically significant impact on the sexual behaviors of male participants. ^ 

For More Information or to Order, Contact 

• Renee R. Jenkins, MD, Dept, of Pediatrics and Child Health, Howard Univei^ity Hospital: 2041 
Georgia Avenue NW, Washington, DC 20060 

• For Postponing Sexual Involvement — Marian Apomah, Coordinator, Jane Fonda Center; Emory Un versity 
School of Medicine: Building A Briarciiff Campus, 1256 Briarcliff Road, Atlanta, GA, 30306; Phone, 
404.712.4710; Fax, 404.712.8739 

• For the Self Center — Sociometrics, Program Archive on Sexuality, Health & Adolescence: Phone, 
1.800.846.3475; Fax, 1.650.949.3299; E-mail, pasha@socio.com; Web, http://www.socio.com 


5. Reach for Health Community Youth Service 

This program combines a health promotion curriculum (40 lessons per year in each of two years), including sexual 
health Information, with three hours per week of community service. Activities help students reflect on and learn 
from their community experience. The program is recommended for use with seventh and ei^th grade, urban, black, 
and Hispanic youth, especially those who are economically disadvantaged. Evaluation showed delayed initiation 
of sexual intercourse, an effect that continued even through 10th grade. The program also assisted sexually active 
participants in reducing the frequency of sex and increasing use of condoms and contraception. 

For More information or to Order, Contact 

• Sociometrics, Program Archive on Sexuality, Health & Adolescence: Phone, 1.800.846.3475; Fax, 
1,650.949.3299; E-mail, pasha@socio.com; Web, http://www.socio.com 


6. Reducing the Risk (RTR) 

Reducing the Risk is a sex education curriculum, including information on abstinence and contraception, in 16, 
45-minute sessions, it offers experiential activities to build skills in refusal, negotiation, and communication, 
including that between parents and their children. Designed for use with high school students, especially those in 
grades nine and 10, it is recommended for use with sexually inexperienced, urban, suburban, and rural youth — 
white, Latino, Asian, and black. Evaluation showed that it was more effective with lower risk, than with higher 
risk, youth. Evaluations — of the original program and of a replication of the program — each found: increased 
parent-child communication about ab-dinence and contraception; delayed initiation of sexual intercourse; and 
reduced incidence of unprotected sex / increased use of contraception among participants as 

For More information or to Order, Contact 

• Sociometrics, Program Archive on Sexuality, Health & Adolescence: Phone, 1.800.846.3475; Fax, 
1.650.949.3299; E-mail, pasha@socio.com; Web, http://www.socio.com 

• ETR Associates: Phone, 1 .800.32 1 .4407; Fax, 1 .800.435.8433; Web, http://www.etr.org/ 
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7. Safer Choices 

This is an HIV/STI and teen pregnancy prevention curriculuin, given in 20 sessions, evenly divided over two years 
and designed for use with grades nine through 12. The program includes experiential activities to: build skills 
in communication; delay the initiation of sex; and promote condom use by sexually active participants. Other 
elements include a school health protection council, a p^r team or club to host school-wide activities, educational 
activities for parents, and HIV-positive speaker, "nie program is recommended for use with Hispanic, white, 
African American, and Asian, urban and suburban high school students. A new evaluation showed that Safer 
Choices effectively assisted sexually inexperienced youth, especially Hispanics, to delay the initiation of sexual 
intercourse. It assisted sexually experienced youth to induce the number of new sex partners, reduce the incidence 
of unprotected sex, and increase use of condoms and other contraception. Earlier evaluation showed that Safer 
Choices assisted sexually experienced youth to increase condom and contraceptive use. Earlier evaluation also 
showed that hearing an HIV-positive speaker was associated with participants’ greater likelihood of receiving 
HIV testing, relative to control youth.”-’-‘^-‘* 

For More information or to Order, Contact 

• Sociometrics, Program Archive on Sexuality, Health & Adolescence: Phone, 1.800.846.3475; Fax, 
i. 650.949.3299; E-mail, pasha@socio.com; Web, http://www.socio.com 

• ETR Associates: Phone, 1.800.321.4407; Fax, 1.800.435,8433; Web, http;//www.etr.org 


8. School/Communlty Program for Sexual Risk Reduction among Teens 

This intensive, school-based intervention integrates sex education into a broad spectrum of courses throughout 
public education (kindergarten through 12th grade). It includes teacher training, peer education, school-based 
health clinic services (including contraceptive provision), referral and transportation to community-based 
reproductive health care, workshops to develop the role modeling skills of parents and community leaders, and 
media coverage of a spectrum of health topics. The program is recommended for use with black and while rural 
students (kindergarten through 1 2th grade). Evaluation found that this program reduced teen pregnancy rates in 
the participating community relative to comparison countie.s. Replication in two counties in another state found 
that it assisted youth in one county to delay the initiation of sexual intercourse and assisted males in another 
county to increase their use of condoms, relative to youth in comparison 

For More Information or to Order, Contact 

• Sociometrics, Program Archive on Sexuality, Health & Adolescence: Phone, 1.800.846.3475; Fax, 
1.650.949.3299: E-mail, pasha@soclo.com; Web, http://www.socio.com 


9. Seattle Social Development Project 

This is a school-based program to provide developmental ly appropriate, social competence training to elementary 
school children. Components include educator training each year and voluntary parenting classes on encouraging 
children's developmentally appropriate social skills. The program is recommended for use with urban, socio- 
economically disadvantaged children — white, Asian, and Native American, but especially African American — in 
grades one through six. Evaluation when study participants were age 18, and again when they reached 21, 
found that the program assisted youth who participated in the program as children to significantly delay the 
initiation of sexual intercourse and, among sexually experienced youth, to reduce the number of sexual partners 
and increase condom use. relative to comparison youth. By age 21, the program also showed reduced rates of 
teenage pregnancy and birth in participants, relative to comparison youth. Other long-term positive outcomes for 
participating youth, relative to comparisons, included increased academic achievement and reduced incidence of 
delin^uency^ioleme^^^chooljnisbehaviorj^^^^ 
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For More Information, Contact 

• Social Development Research Group, University of Washington: 9725 Third Avenue NE, Suite 401, 
Seattle, Washington, 98115 

(This program is not available for purchase) 


10. Self-Center (School-linked Reproductive Health Center) 

This model of the school-linked health center (SLHC) offers free reproductive and contraceptive health care to 
participating youth from nearby junior and senior high schools. SLHC staff works daily in participating schools, 
providing sex education lessons once or twice a year in each homeroom and offering daily individual and group 
counseling in the school health suite. Staff is also available daily in the SLHC to provide students with education 
and counseling and, for those youth registered with the clinic, reproductive and sexual health care. The program is 
recommended for use with urban, black, and economically disadvantaged, junior and senior high school students. 
Evaluation found that the program assisted participants to delay the initiation of sexual intercourse and to use 
reproductive health services prior to initiating sex. It also assisted sexually active participants to mduce the 
incidence of unprotected sex and increase their use of contraception. The program resulted in a reduction in teen 
pregnancy rates among participants, relative to comparison youth.^-‘ 

For More Information or to order. Contact 

• Sodometrics, Program Archive on Sexuality, Health & Adolescence: Phone, 1.800.846.3475; Fax, 
1.650.949.3299; E-mail, pasha@socio.com; Web, http://www.socio.com 


11. Teen Outreach Project (TOP) 

This school-based, teen pregnancy and dropout prevention program involves weekly school classes, lasting one 
hour, that integrate the developmental tasks of adolescence with lessons learned from community service (lasting 
at least 30 minutes each week). The curriculum focuses on values, human growth and development, relationships, 
dealing with family stress, and issues related to the social and emotional transition from adolescence to adulthood. 
The program is recommended for high school youth at risk of teen pregnancy, academic problems, and school 
dropout, and is most effective with ethnic minority youth, adolescent mothers, and students with academic 
difficulties, including previous school suspension. Evaluation of the original program and evaluations of two 
replications all found that the program reduced rates of pregnancy, school suspension, and class failure among 
participants, relative to control/comparison youth.^^^-^’^ 

For More Information or to Order, Contact 

• Wyman Teen Outreach Program: 600 Kiwanis Drive, Eureka, MO 63025; Phone, 636-938-5245; 
E-mail, teenoutreachprogram@wymancenter.org; Web, http://www.wymanteens.org. 


Section II. Community-Based Programs 

12. Abecedarian Project 

This full-time educational program consists of high quality childcare from infancy through age five, including 
individualized games that focus on social, emotional, and cognitive development, with a particular emphasis on 
language. During the early elementary school years, the program works to involve parents in their children’s 
education, using a Home School Resource Teacher to serve as a liaison between school and families. The program 
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is recommended for use with healthy, African American infants from families that meet federal poverty guidelines. 
Evaluation found long-term impacts, including a reduced number of adolescent births and delayed first births as 
well as increased rates of skilled employment and college education and reduced rates of marijuana use among 
former participants, relative to controlsf^ 

For More Informallon, Contact 

• FPG Child Development Institute^ University of North Carolina at Chapel Hill: www.fpg.unc. 
edu/~abc/ 

This program is not available for purchase. 


13. Adolescents Living Safely: AIDS Awareness, Attitudes i. Actions 

This H!V prevention program is designed to augment traditional services available at shelters for runaway youth. 
The program involves 30 discussion sessions for small groups, each lasting one-and-a-half to two hours and 
including experiential activities to build cognitive and coping skills. Intensive training of shelter staff and access 
to health care, including mental health services, are also important components ofthe program. It is recommended 
for use with black and Hispanic runaway youth, ages 1! through 18, living in city shelters. Evaluation found 
that the program assisted youth to reduce the frequency of sex and numbers of sexual partners, and to increase 
condom use. The program did not affect the timing of sexual initiation.-^ 

For More Information or to Order, Contact 

• Sociometrics, Program Archive on Sexuality, Health & Adolescence: Phone, 1 .800.846.3475; Fax, 
1 .650.949.3299; E-mail, pasha@socio.com; Web, http://www.socio.com 


14. Be Proud! Be Responsible! A Safer Sex Curriculum 

This HIV prevention curriculum comprises six sessions, each lasting 50 minutes, and includes experiential 
activities to build skills in negotiation, refusal, and condom use. It is recommended for use with urban, black, 
male youth, ages 1 3 through ! 8. Evaluation found that it assisted young men to reduce their frequency of sex, 
reduce the number of their sexual partners (especially female partners who were also involved with other men), 
increase condom use, and reduce the incidence of heterosexual anal intercourse 

For More Information or to Order, Contact 

• Select Media: Phone,. 1 .800.707.6334; Web, http://www.selectmedia.org 

• For educator training, contact ETR Associates: Phone, 1 .800.32 1 .4407; Fax, 1 .800.435.8433; Web, http:// 
www.etr.org 

15. Becoming a Responsible Teen 

This HIV prevention, sex education, and skills training curriculum comprises eight one-and-a-haif- to two-hour 
sessions. It includes experiential activities to build skills in assertion, refusal, problem solving, risk recognition, 
and condom use and is designed for use in singie-sex groups, each facilitated by both a male and a female leader. 
It is recommended for use with African American youth, ages 14 through 18. Evaluation found the program 
assisted participants to delay the initiation of sex and assisted sexually active participants to reduce the frequency 
of sex, decrease the incidence of unprotected sex (including anal sex), and increase condom use.-^ 

for More Information or to Order, Contact 

• ETR Associates: Phone, 1.800.321.4407; Fax, 1.800.435.8433; Web, http://www.etr.org/ 
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16. California's Adolescent Sibling Pregnancy Prevention Project 

This teen pregnancy prevention program pmvides individualized case management and care as well as sex 
education, including information on abstinence and contraception, to the adolescent siblings of pregnant and 
parenting teens. The program is recommended for economically disadvantaged, Hispanic youth, ages 11 to 17. 
Evaluation found that the program assisted female youth to delay the initiation of sexual intercourse and assisted 
male youth to increase the consistent use of contraception. The program resulted in reductions in teen pregnancy 
rates among program youth, relative to comparison youthd^ 

For More Information, Contact 

• California Department of Health Services, Maternal & Child Health Branch: 714 P Street, Room 
750, Sacramento, CA 95814; Phone: 1.866. 241.0395 

This program is not available for purchase. 


17. Children’s Aid Society — Carrera Program 

This multi-component youth development program provides dally after-school activities — including a job club and 
career exploration, academic tutoring and assistance, sex education that includes information about abstinence and 
contraception, arts workshops, and individual sports activities. A summer program offers enrichment activities, 
employment assistance, and tutoring. The program provides year-round, comprehensive health care, including 
primary, mental, dental, and reproductive health services. The program involves youth’s families and provides 
interpersonal skills development and access to a wide range of social services. The program is recommended for 
use with urban, black and Hispanic, socio-economically disadvantaged youth, ages 13 through 15. Evaluation 
found that the program assisted female participants to delay the initiation of sexual intercourse and resist 
sexual pressure. It also assisted sexually experienced female participants to increase their use of dual methods 
of contraception. The program assisted both male and female participants to increase their receipt of health 
care. Otherwise, evaluation showed no positive, significant behavioral changes in participating males relative 
to comparison males. The program resulted in reduced rates of teen pregnancy among participants, relative to 
comparison youth f 

For More Information. Contact 

• Children's Aid Society: 105 East 22nd Street, New York, NY 10010; Phone, 212.949.4800; Web, http:// 
www.childrensaidsociety.org 


18. Community Level HIV Prevention Intervention for Adolescents in Low-Income Developments 

This HIV prevention program includes training in refusal, condom negotiation, communication, and condom use 
for adolescents in low-income housing developments. Workshops are followed by a multi-component community 
intervention including follow-up sessions; a Teen Health Project Leadership Council; media projects, social 
events, talent shows, musical performances, and festivals; and HI V/AIDS workshops for parents. The program is 
recommended for low-income adolescents living in housing projects, urban youth, and multi-ethnic youth ages 
12-17. Evaluation found that the program assisted participants to delay initiation of sex and assisted sexually 
active participants to increase condom use.^^ 

For More Information. Contact 

• Kathleen Sikkema, PhD, Department of Epidemiology and Public Health, Yale University, 60 College 
Street, P.O. Box 208034, New Haven CT 06520-8034; e-mail: Kathleen.sikkema@yale.edu 
This program is not available for purchase. 
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19. jCuidate! 

This HIV prevention curriculum is tailored for use with Latino adolescents. Its goals are to 1) influence attitudes, 
beliefs, and self-efficacy regarding HIV risk reduction, especially abstinence and condom use; 2) highlight cultural 
values that support safer sex practices; 3) reframe cultural values that might be perceived as barriers to safer sex; 
and 4) emphasize how cultural values influence attitudes and beliefs in ways that affect sexual risk behaviors. It 
consists of six one-hour modules delivered over consecutive days. The program is recommended for urban Latino 
youth ages 13-18. Evaluation found that the program assisted participants to reduce frequency of sex, reduce 
number of sex partners, reduce incidence of unprotected sex, and increase condom use. 

For More information. Contact 

• Susan S. Witte, Columbia University, Room 81 3, 1255 Amsterdam Avenue, New York, New York 1 0027; 
Phone 202-851-2394; e-mail SSWI2@columbia.edu 


20. Making Proud Choices! 

This HIV prevention curriculum emphasizes safer sex and includes information about both abstinence and condoms. 
It comprises eight, culturally appropriate sessions, each lasting 60 minutes and includes experiential activities to 
build skills in delaying the initiation of sex, communicating with partners, and among sexually active youth, using 
condoms. It is recommended for use with urban, African American youth, ages 1 1 through 1 3. Evaluation found 
the program assisted participants to delay initiation of sex and assisted sexually active participants to reduce the 
frequency of sex, reduce the incidence of unprotected sex, and increase condom use.^^ 

For More Information or to Order, Contact 

• Select Media: Phone, 1.800.707.6334; Web, http://www.selectmedia.org 

• Forinformationregardingtraining,contactETRAssociates: Phone, 1.800.321.4407;Fax, 1.800.435.8433; 
Web, http://www.etr.org 


21. Poder Latino: A Community AIDS Prevention Program for Inner-City Latino Youth 

This community-wide, 1 8-month program provides peer education workshops on HIV awareness and prevention 
and peer-led group discussions in various community settings. Peer educators also lead efforts to make condoms 
available via door-to-door and street canvassing and make presentations at major community events. Radio and 
television public service announcements, posters in local businesses and public transit, and a newsletter augment 
the work of the peer educators. The program is designed for use in urban. Latino communities in order to reach 
the community’s adolescents ages 14 through 19. Evaluation showed that the program assisted the community’s 
male teens to delay the initiation of sexual intercourse and assisted the community 's sexually active female teens 
to reduce the number of their sexual partners. The program did not affect sexually active participants 'frequency 
of sexfr’’^'' 

For More information or to Order, Contact 

• Sociometrics Program Archive on Sexuality, Health & Adolescence: Phone, 1.800.846.3475; Fax, 
1.650.949.3299; E-mail, pasha@socio.com; Web, http://www.socio.com 
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Section III. Clinic-Based Programs 

22. HIV Risk Reduction for African American & Latina Adolescent Women 

This skills-based HIV risk reduction intervention is designed for use in health clinics. Intended for use with 
African American and Latina young women, ages up to 19, who are at high risk of HIV because they have 
prior STI infections, the program provides young clients with confidential and free family planning services, 
teaches them how to use condoms, and provides skill building in relation to partner negotiation and condom use. 
Evaluation found that young women who participated in the intervention had a lower incidence of STIs versus 
comparisons; they also reduced the number of their sexual partners and their incidence of unprotected sexJ^ 

For More Information or to Order, Contact: 

• Loretta Sweet Jemmott, PhD, FAAN, RN, School of Nursing, University of Pennsylvania, Room 
239 Fagin Hail, 418 Curie Blvd., Philadelphia, Pennsylvania 19104-6096; Phone, 215.898.8287; E-mail, 
jemmott@nursing.upenn.edu 

There is little replication information available for this program. 


25. Project SAFE (Sexual Awareness lor Everyone) 

This gender- and culture-specific behavioral intervention consists of three sessions, each lasting three to four hours. 
Designed specifically for young African American and Latina women ages 15 through 24, it actively involves 
participants in lively and open discussion and games, videos, role plays, and behavior modeling. Discussions cover 
abstinence, mutual monogamy, correct and consistent condom use, compliance with STI treatment protocols, and 
reducing the number of one’s sex partners. Each participant is encouraged to identify realistic risk reduction 
strategies that she can use in the context of her own life and values. Evaluation found that participants increased 
their adherence to monogamy, reduced the number of their sexual partners and the incidence of unprotected sex, 
reduced the incidence of STIs, and increased their compliance with STI treatment protocols?'^'*^'"^^^^'^ 

For More loformatiori or to Order, Contact: 

• Sociometrics, Program Archive on Sexuality, Health & Adolescence: Phone, 1 .800.846.3475; Fax, 
1.650.949.3299; E-mail, pasha@socio.com; Web, http://www.socio.com 


24. SiHLE 

SiHLE is an HIV prevention program especially designed for sexually active African American teenage women. 
Consisting of four sessions, each lasting four hours, the program is facilitated by trained, African American 
females — one health educator and two peer educators. Sihle means beautiful or strong young woman, and the 
program encourages participants to develop ethnic and gender pride as well as self-confidence. It also builds their 
skills and awareness for sexual risk reduction. Evaluation found increased condom use and reduced number of 
new sex partners as well as reduced incidence of: unprotected sex; STIs, and pregnancy. 

for More information or to order. Contact 

* Sociometrics, Program Archive on Sexuality, Health & Adolescence: Phone, 1.800.846.3475; Fax, 
i. 650,949,3299; E-mail, pasha@socio.com; Web, http://www.socio.com 
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2i. Tailorinf Famil? Planning Services to the Special Meeds of Adolescents 

This effective, clinic-based, pregnancy prevention protocol is. designoi for use in family planning and othei 
reproductive and sexual health clinics. It is particularly designed to meet the special needs olTouth under the agi 
of 1 8. As such, it provides education geared to the adolescent’s cognitive development and offers reassurance o1 
confidentiality, extra time for counseling, information and reassurance regarding medical exams, and carefully 
timed medical services. Evaluation found that teem that had these specially kiilorvd vices m ere Mgaifcimih 
more likely than other teem to increase their use of effective contraception ami had a dareascil piegmimi 
rated'' 

For More information or to Order, Contact 

» Soclometrics, Program Archive on Sexuality, Health & Adolescence: Phone 1.800.846.3475: Fax. 
1 .650.949.3299: E-mail, pasha@socio.com; Web, http://www.socio.com. 


2d. TIC: Topier learning Choices 

This curricukim is aimed at HIV positive youth in a clinic setting. It consists of 16 sessions of a small group 
intervention led by trained facilitators. Participants le^n skills in solving problems, setting goals, communicating 
effectively, being assertive, and negotiating safer sex practices. They also improve their self-awareness regarding 
their feelings, thoughts, and beliefs, especially related to health promotion and positive social interactions. 1 he 
program can be used with urban. African American or Latino, HIV-positive youth ages 13 through twenty-four. 
Evaluation found that the program assisted participants to reduce numbers of sexual partners, reduce incidence 
of unprotected sex. increase positive lifestyle changes (females only), and increase positive coping actions. '^d'^ 

For More information. Contact 

• A detailed manual for the two sessions is available online at http://chipts.ucla.edu 

• In addition, this program is a part of CDC’s Diffusion of Effective Behavioral interventions (DEBi) project. 
For additional information and training visit http://www'.effect!veinterventions.org/go/mteiventions/ 
together-learning-choices 


iww.ady0eat8sfQryouth.org 
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Table B. Effective Programs: Settings & Poputetions Served 
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Table R Fffertive Pmnram^- Settinn? i Pnniilatinns Served 


Q School-Based Programs ^Community-Based Based Programs ^Clinic-Based Proff-ams 





22 HIV Risk Reduction 
for Africaiv Anterican and 
Latina Adolescent Women 


23. Project Sate - Sexual 
Awareness for Everyone 


25, tailoring Family 
Planning Services to 
the SiMcial Needs of 
Adolescents 


26. TLC; Together Learning 
Choices 
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AIDS ACTION 



The Honorable Henry Waxraan 
Chairman 

Committee on Oversight and Government Reform 
U.S. House of Representatives 
2157 Rayburn House Office Building 
Washington, D.C. 20515 

RE: AIDS Action Statement on the Public Health and Ethical Concerns with 
Abstinence-Onty-Until-Marriage Programs and the Need for Comprehensive 
Sexuality Education, Submitted for the Record. 

Dear Chairman Waxman, 

AIDS Action serves as the national voice for AIDS service organizations, health 
departments, health educatora, and a diveree network of community-based organizations 
across the countiy’ providing services for people living with or affected by HIV/AIDS. On 
behalf of AIDS Action’s diverse membership organizations committed to ending the 
HIV/AIDS epidemic in the United States, I write to express grave concern with continued 
federal investment in abstinence-oniy-until-marriage programs. AIDS Action has long 
called for the elimination of funding for abslinence-only-untii-marriage programs, and 
instead supports compreiiensive prevention and sexual educational programs that are 
scientifically sound and effective at reducing HIV and STD transmission. The health and 
education of our nation’s young people must become a priority for this Congress, and we 
commend the Committee for holding an oversight hearing on this most critical issue. 

Several federally funded research studies show that abstinence-only-until-rnarriage 
education programs are ineffective at best. They do not delay the start of sexual activity 
or decrease the number of sexual partners. Often they contain medically inaccurate data 
and do not teach youth how to protect themselves from HIV infection. Most recently, a 
study of abslinence-only-until-marriage programs was conducted by Mathematica Policy 
Research Inc. on behalf of the U.S. Department of Health and Human Services. The %\ 
million study found no evidence that abstinence-only programs increases rates of sexual 
abstinence. The study also found that students enrolled In abstinence-oniy-until-marriage- 
education programs were far less likely to know that condoms can lower the risk of 
sexually transmitted diseases including HIV. 

It is imperative that Congress take a hard look at this scientific evidence. It is not only 
unethical to deny young people life saving information and education, but reprehensible 
for Congress to continue spending American tax dollars on ideologically based programs 
that are proven to be unsuccessful. Abstinence-only-untii-marriage programs have been 
funded by the federal government for over 25 years. These programs have received over 


* 2S2 536 ^30 f 5,30 803 ? 


1730 NW Su.-te5lt Wastar^isR,, DC 20^5 




380 


$ 1 billion dollars under the Bush administration, all without any legitimate evidentiary 
support in their favor. 

Our government’s irresponsible and narrow focus on abstinence-only-until-marriage 
education has serious consequences. HIV remains a public health crisis in America, now 
infecting more than 40,000 people annually. Every 13 minutes, a person in the United 
States is newly infected with HIV. More than 1 in 10 of them are under the age of 25. 
Not only are HIV rates on the rise, America’s youth are also facing higher rates of other 
sexually transmitted diseases and teen pregnancy. As STD rates rise among our nation’s 
youth so does their risk of HIV. as having a sexually transmitted disease makes an 
individual biologically more susceptible to HIV infection. 

There is clearly a true need for evidence-based, comprehensive sexuality education that 
meets the needs of all youth, including HIV positive, lesbian, gay, bisexual, and 
transgender youth. Congress should fund age-appropriate, comprehensive, and evidenced 
based sexuality education programs which fully inform youth about HIV prevention- 
interventions. Abstinence is and should remain a critical component of comprehensive 
HIV prevention education along with contraception and other life and decision making 
skills. 

AIDS Action urges the Committee to provide the necessary oversight to bring an end to 
federal funding for abstinence-only-until-marriage programs. We ask Congress to act in 
the best interest of young people by supporting public health and education policies that 
are comprehensive and rooted in the best science. Thank you. Chairman Waxman for 
your leadership and commitment on this issue. 

Sincerely, 



Ronald Johnson 
Deputy Executive Director 
AIDS Action 
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AIC® Alabama 


Statement of AIDS Alabama on the Public Health and Ethical Concerns with Abstinence- 
Only-Until-Martiage Programs and the Need for Comprehensive Sex Education 

Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 


AIDS Alabama devotes its energy to helping people with HIV/AIDS live healthy and productive 
lives and works to prevent the spread of HIV/AIDS. Incorporated in 1986, AIDS Alabama is the 
largest 501(c)3 organization providing services throughout Alabama. 

Our primary service is affordable housing for people with HIV/AIDS, including two specialty 
housing programs, the Rectory and JASPER House, The Rectory is a residential substance abuse 
treatment facility that houses up to eleven residents for 90 days and JASPER House is a 14-bed, 
long-term residential facility for people with mental illness. In addition to those housing 
facilities, we operate five properties for homeless families and six apartment complexes for 
transitional and permanent housing needs, as well as scattered homes and facilities across the 
state. 

In addition we offer comprehensive HIV prevention programs to men who have sex with men 
and African-American women, both adversely affected by HIV. This year we purchased a 
mobile HIV testing van and are able to provide free, confidential te.sting throughout the state. 

Our programs have won the praise of the Alabama Department of Public Health and many other 
entities. 

According to the Alabama Department of Public Health, a growing number of new HIV 
infections are occurring in persons ages 13 to 24. Teenage pregnancy rates have always been 
used as a surrogate marker to predict HIV infection. In 2005 the Centers for Disease Control and 
Prevention recorded that 321,368 girls in Alabama ages 15-19 were pregnant. Every day in 
Alabama another young person becomes newly infected with HIV. The growing number of HIV 
cases among youth in Alabama indicates that the abstinence-only curriculum is ineffective. Yet 
Alabama continues to support and accept funding for abstinence-only curriculum in middle and 
high schools throughout the state. Ultimately an increase in HIV infections present a growing 
and persistent public health threat to our youth, particularly those in underserved populations. 
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While the federal government continues to fund abstinence-only programs, our youth and 
adolescents continue to participate in unprotected sex and to become HIV infected. The 
abstinence-only funding must be replaced with comprehensive sexual education, and HIV 
prevention flmding must be increased in order to reduce the spread of the disease. The time has 
come for those in positions of pow'er to review the research and to determine proven aitd 
effective methods of sexual education to fund. Much money is being wasted on ineffectual 
abstinence-only education, while very little is being invested in curricula with the power to save 
the lives of many Americans. 


Scientific evidence does not support abstinence-only-until-marriage programs. These programs 
have been funded by the federal government for more than 25 years, although no professional 
study in a peer-reviewed journal has found them to be broadly effective. However, a recent 
federally- funded study of abstinence-only-until-marriage programs conducted by Mathematica 
Policy Research Inc, on behalf of the U.S. Department of Health and Human Services found no 
evidence that abstinence-only-untii-niarriage programs have achieved their goal to increase rates 
of sexual abstinence, which is the purpose of the programs. Additionally 1 3 states have evaluated 
their own Title V abstinence-only-until-marriage programs with results ranging from finding the 
programs ineffective to finding them to be harmful. A report released by the non-partisan 
Government Accountability Office (GAO) in November 2006 added additional evidence to the 
growing body of knowledge that abstinence-only-until-marriage programs are providing very 
little oversight and have few mechanisms in place to measure the effectiveness of die programs. 
Where is the accountability? 

Every major medical and public health organization supports a comprehensive approach to 
sexuality education, including the American Academy of Pediatrics, the American Medical 
Association, the American Nurses Association, the American Public Health Association, the 
Institute of Medicine, the National institutes of Health, and the Society for Adolescent Medicine. 
Several, including the American Public Health Association, the Insti tute of Medicine, and the 
Society for Adolescent Medicine, have gone so far as to call for the repeal of oun'ent abstinence- 
only-until-marriage programs and funding. 

In November 2007 ten public-health researchers sent a letter to House Speaker Nancy Pelosi and 
Senate Majority Leader Harry Reid urging Congress to reduce or eliminate federal support for 
abstinence-only-until-marriage programs, in part because the programs have "multiple scientific 
and ethical errors." We strongly support the researchers' conclusions that abstinence-only-until- 
marriage programs withhold "...potentially life-saving information..." The letter focused on the 
large body of evidence showing that abstinence-only-until-marriage programs are ineffective in 
getting young people to delay sexual initiation. 

Alabama's youth deserve real solutions that will help delay the onset of sexual activity and 
prevent unintended pregnancies and sexually transmitted diseases, including HIV/AIDS. 
Abstinence-only-until-marriage programs are not the answer. We ask Congress to end 
abstinence-only-until-marriage programs and to act in the best interest of young people by 
supporting public health and education policies that are comprehensive, that are founded in the 
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best science available, and that reflect mainstream values. The lives of our young people 
represent our future. Please make that future a healthy one. 


Kathie M. Hiers 
CEO, AIDS Alabama 
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In a Position to Know 


Youth and Parents Living With HIV 
Speak Out on Sexuality Education 
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in a Position to Know: 

foyth and Parents Living With Hl¥ 
Speak Out on Sexuality Education 


by 

Rachael D. Dombrowski, MPH 
Diana K. Bruce, MPA 






AIDS Alliance advances the partnership 
between consumers and providers — we are 
the voice of women, children, youth and 
families living with and affected by HIV and 
AIDS. 

AIDS Alliance for Children, Youth & Families 
would like to acknowledge the invaluable 
contributions of the following people 
and organizations: Shira Saperstein of The 
Moriah Fund, the Ford Foundation, Nathan 
Schaefer of GMHC (formerly of AIDS Alliance), 
Rob Keithan of the Unitarian Universalist 
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In a Position to Know: 

Youth and Parents Living With Hl¥ 
Speak Out on Sexuality Education 


T he sexualiw education debate 
in the U.S, is intense and fiery. 
It takes place where science 
and public healdi intersect with some 
of our society’s most private and deeply- 
felt concerns — family and community 
values, religion, morality, and human 
scxualitt'. The AIDS conimunit)' — ^like 
the maiorit)' of American psurents — ^has 
consistently supported comprehensive, 
age-appropriate, science-based sexual- 
ity education programs for school- 
aged youth. Opponents of compre- 
hensive sexuality education maintain 
that sex education programs must be 
limited to abstinence-only-until-mar- 
riage messages, and these groups have 
been successful in securing significant 
federal funding for abstinence-only 
programs. This success is all the more 
remarkable because most parents and 
teens alike want programs that teach 
both abstinence and contraception 
instead of one or the other (Albert, 
2007). 

In the midst of this often noisy 
debate, there are some voices that 
are rarely heard — youth and parents 
who are HIV posith'e. Because their 
lives are uniquely affected by' what 
policy makers decide about sexual- 
ity and HIA' prevention education. 


AIDS Alliance for Children, Youth 
& Families created a forum for them 
to be heard. In a Position to Know: Youth 
and Parents Uving With HIV Speak Out 
on Sexuality Education combines thexr 
voices with an analysis of the science 
underlying both comprehensive and 
ab,stinence-only approaches, 

AIDS Alliance was founded in 
1994 to advocate for women, chil- 
dren, youdi, and families living with 
and affected by MIV. Since our incep- 
tion, .\IDS AUiance has been part of 
national efforts supporting compre- 
hensive se.xuality and HIV prevention 
education. In 2006, with generous 
grant support from the f'ord Foun- 
dation and The Moriah Fund, AIDS 
Alliance launched the Positive Youth 
Project to empower HIV-positive 
youth and parents to speak for them- 
selves. In this first report from the 
project, AIDS .Alliance concludes that 
abstinence-only approaches endanger 
youth who are at high risk for HIV in- 
fection, further stigmatize youth who 
are alread-y living with lilV, and fail 
to support families with parents who 
are HW positive and who want their 
children to have all the information 
and support they need to stay healthy 
and make good decisions about their 
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own behavior. While diese concerns 
hai'e sometimes been, incorporated in 
otlier analyses of sexuality education, 
they have yet to serve as the central 
force behind a poliev report. 

AIDS .Alliance is confident that 
this perspective will move the national 
debate fonvard in support of respon- 
sible, science-based, comprehensive 
HI\' prevention and sexuahti’ educa- 
tion for America’s voudi. 


Background 

C omprehensive programs teach 
about abstinence, but they also 
teach about condoms and contracep- 
tion, and about the delicacy, complex- 
ity, and personal values associated 
with scxualiti' m developing youth. 
All of these are tools that help to slow 
the spread of HIV. Comprehensive 
programs have not only demonstrat- 
ed their efficacy in reducing high-risk 
behavior among youth but also have 
provided youth who are HIV positive 
with essential tools and information 
so that they can live healthy lives and 
protect chek partners if and when 
they decide to engage in se.xual activ- 
ity. HlV-posidve parents also say that 
they arc supported when compre- 
hensive approaches taught at school 
mirror what they teach their children 
at home. Proponents of comprehen- 
sive sexuality and HIV prevention 
education say that this approach pro- 
tects young people by giving them 
the information they need to protect: 
themselves if they decide — -as most 
unmarried people in the U.S. do — to 
become sexually active before com- 
mitting to a lifetime partner. 

Abstinence-only programs teach 
only abstinence from, sexual inter- 
course until marriage — which the 
federal government defines as a union 
between a man and a woman — thus 
excluding gay and lesbian youth from 
sexual relationships for life. Absti- 
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nence-only programs, by definition, 
do not teach about the benefits of 
contraception or condom use to pre- 
vent Hn"" infection. Unfortunately, 
die most widely used abstinence-only 
curricula also contain significant mis- 
information about sexuality, HIV dis- 
ease, and HIV' prevention. Proponents 
of abstiiiencc-only education say that 
this approach encourages youth to be 
abstinent and avoids mixed messages. 

Federal Funding for 
Sexuality Edycatlon 

S tudies have shown that when teens 
receive comprehensive sexuality 
education they ate more likely to de- 
lay sexual initiation and to have fewer 
sexual partners. They arc also more 
likely to use condoms when they do 
engage in sex (Bearman & Brukner, 
2001; Grunseit, Kippax, Aggleton, 
Baldo, & Slutkin, 1997; Kkbv, 2001, 
2007). Recent studies also have 
shown that over 82 percent of US. 
parents support a more comprehen- 
sive approach to sexuality education 
for their children (Bleakley Hcnnessy, 
& Fishbein, 2006). Yet, there is cur- 
rently no federal funding stteam spe- 
cifically dedicated to these kinds of 
programs. 

Ill contrast, no reliable data exist 
to support the effectiveness of absti- 
ncncc-only programs. Mathematica 
Policy Research (2007) completed a , 
coiigtessionally mandated, rigorously 


designed outcome study of absd- 
nence-only programs in four states. 
It found that among the over 2,000 
students in the study abstinence-only 
progtams had no impact on rates of 
sexual abstinence, sexual initiation 
age. Of number of sexual partners. 
A new review by leading sexuality 
education researcher Douglas Kirby, 
also found no sound evidence from 
scientific .studies to support the cffec- 
tit-eness of abstinence-only programs 
(Kirby 2007). Despite these and other 
data indicating that such progtams do 
not work, abstinence-only ptograms 
ate stippotted by no fewer than three 
separate federal funding streams, each 
with its own allocation, distribution 
method, and regulations: 

• Section 510(b) of Title V of the 
Social Sectuity Act provides $50 
million in federal funding to ab- 
stinence-only programs and has 
done so since 1996. Title V dollars 
are supplemented with a required 
75 percent state match that brings 
total annual funding to $87.5 mil- 
lion. States are required to evalu- 
ate their progtams, and most of 
these evaluations have found die 
programs ineffective, h'outteen 
states, including California, which 
never accepted the funding, cur- 
rently teject federal funding for 
this program. 
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• The Community Based Abstinence 
Eidiication (CBAE) program, 
which was created in 2001 and is 
the most restrictive of all federal 
abstiiience-onlc programs, is fund- 
ed currently at $113 million. 

• The Adolescent frimily Life Act 
(A TLA) abstincnce-onlv program is 
funded at $1 3 million. It began as a 
S4 million abstiitencc-only earmark 
written into legislation in 1982. 

Over $200 million in federal and 
state resources support abstinence- 
only-until-marriage programs each 
year. Many also receive considerable 
private funding, which makes total 
spending on abstinence-only pro- 
grams largely unknowable. In an era of 
rising new HIV infections and STDs 
among youth and huge demands on 
the federal budget, this masswe in- 
vestment in programs that have failed 
to have an impact on teens’ sexual be- 
havior flies in the face of both science 
and common sense. 

Epidemic Among Youth 

A b.srinence-only prograsns are 
present in schools and commu- 
nities all across the country, and they 
often ate targeted to the very youth 
who ate at high risk for HIV infec- 
tion. Yet, despite the extraordinary 
federal spending on these programs 
and their widespread presence, sexu- 
ally transmitted HIV infection among 
.\niericas vouth has increased sub- 


.stantially since the beginning of the 
epidemic (Centers for Disease Con- 
trol and Prevention [CDC], 2007b). 

In the early 1990s, approximately 
2,000 babies were bom HIV positive 
each year. Thankfully, new treatments 
for HIA-positivc pregnant women 
and their newborns have reduced 
that number to fewer than 100 an- 
nually (CDC, 2007b). However, this 
means that thousands of babies bom 
with HIV in the epidemic’s early years 
now are or soon will be sexually ac- 
tive young adults. Many more young 
people become HIV positive each 
year through unprotected sex and oth- 
er high-risk behavior-young people 
now' represent 13 percent of all new 
H1\7AIDS cases (CDC, 2007b). Our 
Country’s sexuality education policies 
must reflect this reality and act to pro- 
tect youth from becoming HIV in- 
fected and to help young people who 
are already HIV positive lead healthy 
lives and avoid transmitting HIV to 
others. Comprehensive sexuality and 
HH’ prev'ention education can, meet 
the needs of all youth — including 
those w'ho are living with the virus 
themselves or who Iwe in families and 
communities where the epidemic is a 
daily fact of life. 

Sexuality education also nrust 
be culturally competent and able t:o 
meet the needs of sexual minority 
youth and young people of color. Ac- 
cording to die Society of Adolescent 
Medicine (2006), 2.5 percent of high 
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school students identify as gay, lesbi- 
an, or bisexual, and one in tO strag- 
gles with issues of sexual orientation. 
For a variety of reasons, sexual mi- 
nority youth — who arc defined in this 
report as gay lesbian, bisexual, trans- 
gendet, and questioniog youth — ^are at 
liigtier risk for F1!V and other STDs 
than their heterosexual peers. Young 
people of color, especially blacks and. 
Latinos, also are affected by HIV and 
STDs far out of proportion to their 
numbers in the general population. 
(See Figures 1 -2 on page 6.) 

Yoyth and Parents 
Ll¥ing With HIV 
Speak Out 

W hen youth and parents liv- 
ing with HIV speak out, their 
compelling stories offer a unique per- 
spective, Chelsea Gulden, a young 
mother who contracted HIV in col- 
lege, knows first hand what life is like 
for an HlV-posicwe youth dealing 
with abstinence-only education. As 
an HIV prevention counselor today, 
she shares her frustrations as she tries 
to offer information and guidance to 
youth who come to her for help in a 
county where she is Emited to provid- 
ing abstinence-only messages. Max 
Siegel’s disappointment is clear as he 
discusses the lack of uiformarion and 
guidance available for HIV-positive 
youth ill school. Max, who is 23 today, 
contracted HIV in high school where 


he was provided only abstinence mes- 
sages — and where othe:r HIV-positivc 
youth continue to receive the same 
messages today. As a mother who has 
been living with the virus for 15 years, 
Danielle Wa.rren-D.ias wants all kids 
to learn everything there is to know 
about protecting themselves, but she 
especially wants HlV-positive youth 
to know how to protect themselves 
and others when they become sexu- 
ally active. HIV-positive mother Gina 
Brown explains that she wants the 
HIV education her daughter is taught 
in school to match what she is teach- 
ing her at home. Finally, Chaneil Scott, 
a perinatally infected 1 5-year-old, de- 
scribes her daily struggle with disclos- 
ing her stams to her clas.smates and 
friends in a society where stigma still 
runs rampant and where abstinence- 
only-until-marriage programs further 
marginalize HIV-positive teens. 

Chelsea, Max, Danielle, Gina, 
Chaneil, and other positive youth 
and parents that .AIDS Alliance 
interviewed for this report arc new 
voices for comprehensive sexuahty 
education. AIDS Alliance is providing 
the platform for their stories to be 
heard — now it is time for stakeholders 
in the debate to Esten and act to 
change national policy to support the 
comprehensive sexuality and HIA’ 
prevention education for which they 
so eloquently ask. 
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Proportion of HIV/AIDS Cases and Population 
among Young Adults 13 to 19 Years of Age, by Race/Ethnicity 
Diagnosed in 2005 — 33 States 

HIV/AIDS cases Population, 33 states 

N=1,255' N = 18,745,079 


Figure 1 : From "HiV/AIDS Surveillance in Adolescents and Young Adults (through 
2005)," by the Centers for Disease Control and Prevention, revised June 28, 2007. 



Figure 2: From "HIV/AIDS Surveillance in Adolescents and Young Adults (through 
2005}," by the Centers for Disease Control and Prevention, revised June 28, 2007. 
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Three 

Approaches 
to Sexuality 
Education 
in the U.S. 

A klioiigli the public debate centers 
on abstinence-only versus com- 
prehensive approaches to sexuality 
education, programs can be useful- 
ly analyzed within three categories, 
two of which arc varying approach- 
es to abstinence-only education. 
Although abstinence-only programs 
differ considerably on a range of is- 
sues, a primary distinction is whether 
or not a program relies on fear and 
shame about sex outside marriage as 
the foundation for its abstinence-only 
messages. Fear- and shame-based 
programs hav^e been the most hotly 
debated and are of most concern to 
AIDS Alliance and the positive youth 
and parents interviewed for this re- 
port. Unfortunately, many federally 
funded abstinence-only programs are 
rooted in fear- and shame-based mes- 
saging. 

Some abstinence-only programs 
promote abstinence within the con- 
text of self-esteem, decision-making 
skills, and negotiation within inter- 
personal relationships. Because .such 
programs teach only about absti- 
nence, however, they fail to provide 


young people with e.sscndal informa- 
tion about HTV and STD risk reduc- 
tion, including condom use. These 
programs are not as heavily funded as 
the fear- and shame-based programs 
and are not as widespread. 

Comprehensive sexuality education 
is rooted in the principle that good 
decisions about sexual behavior are 
mote likely when young people have 
accurate information about their sex- 
ual and reproductive health. Compre- 
hensive programs include discussions 
of abstinence, contraception, human 
development and relationships, sexual 
behavior and health — including con- 
doms as a method to prevent STDs — 
and interpersonal skills. 

Sexuality education programs, 
whether comprehensive or absti- 
nence only, vary in how they dis- 
cuss HIV transmission, how they 
portray indndduals living with HTV, 
and how they portray sexual minority 
populations. An analysis of these dif- 
ferences demonstrates their relative 
value or harm for youth living with 
and at highest risk for HTV infection. 
(See Table 1 on page.s 8-10.) 
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Table 1 : Curricula Comparisons on HIV Portrayal, HIV Transmission, 
and Sexual Minority Youth 



Family Life & 
Sexual He0lth 
(F.LA.S.H.) 


Passions & 
Principles 


“Even though scien- 
tists have not found 
a cure for HIV, 
there ore medi- 
cines that people 
with HIV can take 
in order to stay 
healthy” 

(p. 25-5). 


“Every number on 
the die represents 
a risk some are 
willing to take. This 
illustrates that SEX 
before Marriage 
will cost! Ask 
students, ‘Do I have 
any risk takers?" If 
one of the students 
in the exercise rolls 
a four, the leader 
is supposed to tell 
the student they 
have AIDS, fol- 
lowed by, “You’re 
heading to the 
grove. No cure" 

(p. 36). 


serious symptoms' 
ip. 272). 


fatal and has no 
cure, the behavior 
that leads to AIDS 
can be prevented 
through high per- 
sonal standards 
and strong charac- 
ter” {p. 131). 


“For many people, 
early treatment 
delays the onset of 
more serious symp- 
toms” (p. 272). 


“Drugs such as 
AZT have been 
used success- 
fully to prevent 
the transmission of 
HIV from pregnant 
mothers to infants” 
(P- 272). 
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Family Life & 
Sexual Heoith 
(F.LA.S.H.) 


HIV can be found 
in blood, semen, 
vaginal secretions,- 
ond breast milk. 
This virus is very 
fragile, and it dies 
very quickly when 
if is outside the 
body” (p. 264; 


"You can become 
infected with HiV 
through either 
sexual intercourse 
or s‘’c ring leedles 
for any reason. In 
addition, babies 
born to infected 
mothers can be 
bom with the HIV 
virus” {p. 264). 


with o person 
infected with HIV’ 
(p. 264). 


n o Position to Knows Yoyth and Parents Llvkig With HiV Spook Out on Sexuality Education 
MOS Aiilance for Children, Ywth & Families 


Sex Respect 


States that HIV is 
a lentivirus. “That 
means the virus 
moy be in your 
body a long time 
(from a few months 
to as long as 1 0 
years or more) 
before it can be 


by < 

physical symptoms" 
ip. 60). 


Principles 


“Nearly 1 in 3 
will contract AIDS 
from an infected 
partner with 1 00% 
condom use” 

(P- 12). 


Explains AIDS 
by saying, “The 
causative agent, 
l-UV, is transmit- 
ted by body fluids 
such 05 blood and 
semen” (p. 65). 


“For HIV to be 
transmitted, it has 
to get directly into 
the blood. There 
are 3 ways that 
HIV can be spread: 

1 . The most com- 
mon way is during 
sex, if infected 
blood, semen, or 
vaginal fluid pass- 
es from one person 
to another...; 

2. HIV infection con 
also happen when 
an infected person 
injects drugs into 

a vein, then shares 
the needle with 
someone else; 

3. HIV infection can 
be passed from 

on HIV-positive 
mother to her baby 
when the mother 
is pregnant. This 
can occur during 
labor and delivery, 
or through breast- 
feeding" (p. 25-6). 


“Specificaily, you 
can become in- 
fected with the HIV 
virus bys 

1 . Having vagi- 
nal, anal, or oral 
sexual intercourse 
(penis-vagina, pe- 
nis-rectum, mouth- 
rectum, mouth- vo- 
gina, mouth-penis) 











397 



Abstinence-Only 



Sex Respect 

Passions & 
Principles 

Family tile & 
Sexual Health 
(F.LA.S.H4 

Our Whole Lives 


‘‘Finally^ AIDS 

“You must teach 

“Neither is it 

“Everyone hos 


(Acquired Im- 

the students that 

appropriote to 

the right to their 



mune Deficiency 

sex is the glue that 

condemn homosex- 

personal and 


Syndrome), the 

ultimately links 

ual behavior or to 

religious beliefs 


STD most common 

them to someone 

suggest that goy. 

about homosexual- 


among homosexu- 

for the rest of 

lesbian, or bisexual 

>ty. However^ no 


als, bisexuals, and 

their lives within a 

students should be 

one has the righf 


IV drug users, has 

biblical marriage 

heterosexual" 

fo oppress or treat 


now made its way 

relationship” 

(p-7-4). 

someone unfairfy 


into heterosexual 

(p. 26). 


because of hh or 


circles” (p. 54). 



her sexual orienfa- 




“This Reference 

tian" (p. 85). 

X 



Sheet teaches that 


i». 

“Homosexual 


labeling one's seif. 


o 

activity involves an 


based on other’s 

Sexual Orientation 

>- 

especially high risk 


assumptions, is 

is “the deep- 

>- 

for HIV transmis- 


unnecessary... and 

seated direction of 


sion” (p. 68). 


that labeling and 

one's romantic and 

o 



degrading others 

erotic attraction 

2' 



is wrong” (p. 7-4). 

toward the same 

s 




sex (homosexual). 

mi 




other sex (hetero- 

< 



“Being gay or 

sexual), or both 

3 



lesbian has nothing 

sexes (bisexual)” 

tti 



to do with how 

(p. 92). 




feminine or mas- 





culine you ore, or 





even who you have 

“People vrho view 




or haven’t had sex 

homosexuality as 




with. It has to do 

an illness hav^ 




with how you feel 

sought so-called 




inside, who you 

cures, but there is 




feel most attracted 

no cure because 




to” (p. 7-8). 

being gay is not an 




— 

illness" (p. 89). 







Table ! is an analysis of examples of widely used abstinence-only curricula and com- 
prehensive curricula on three issues — how they portray people living with HIV, what 
they teach about HIV transmission, and what they say about sexual minority youth. 
Note: For full references on Sex Respect, Passions & Principles, F.LA.S.H. and Our Whole 
Lives please see Reference List 
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Fear- and 
Shame-Based 
Abstinence- 
Only Programs 

T he cornerstone of feat- and 
shame-based abstinence-only 
programs is that a mutually faithful, 
monogamous relationship in the con- 
text of marriage beween a man and 
a woman is the expected standard of 
all human sexual activity ("fitlc V, Sec- 
tion 510(b) of the Social Security Act, 
1996). Tliis principle fails to acknowl- 
edge the reality that 63 percent of all 
teens liave had sex by the t2th grade, 
one in five report having had four or 
more par tners by the time they gradu- 
ate, and one-quarter of sexually active 
teens have an STD (CDC, 2006). Fear- 
and shame-based programs also are 
replete with inaccuracies, distortions 
of fact, myths, and gender stereo- 
types — a congressional report found 
that over BO percent of the curricula 
used by over two-thirds of the feder- 
ally funded programs reviewed con- 
tained false, misleading, and distorted 
infotnaation (IJ.S. House of Repre- 
sentatives Committee on Govern- 
ment Reform, 2004). Although these 
programs seek to help students make 
responsible decisions, they provide no 
infomiatiofi on prevention methods 
other than abstinence, make specific 
moral judgments that parents may not 


share, provide niedically and scientifi- 
cally unsound information about hu- 
man development and reproductive 
health — ^including condom efficacy — 
and fail to address the needs of sexual 
minority youth. In addition, based on 
our analysis, none of these programs 
address the needs of HIV-positive 
youth in any of their curricula. 

HIV Transmission 
and Prevention 

F ear- and shame-based abstinence- 
only programs fail young people 
by providing them with inaccurate 
medical information about HIV and 
other SIDs. HIV exposure rates are 
discussed in confusing terms, and 
risks of substances and activities are 
often exaggerated. For example, Sex 
Kesped (Mast, 2001) states: 

HTV is a ientivims, which means 
that the virus may be in your 
body a long rime (from a few 
months to as long as 10 years or 
more) before it can be detected, 
either by a test or by physical 
stimptoms. (p. 60) 

Another fear- and shame-based absti- 
nence-only program, Keasonabk Rea- 
sons to Wad, tells students, “.\IDS can 
be transmitted by skin to skm con- 
tact” (Duran, 2003, p. 19). 

Condoms. Abstinence-only pro- 
grams that receive federal funding arc 
permitted by law to mention con- 
doms only in the context of their 
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failure rates. Many fear- and shame- 
based programs inflate failure rates in 
the hope of .scaring young people into 
abstaining from sexual activity. For 
example, Passions eh Primipks claims 
that “nearly 1 in 3 will contract AIDS 
from an infected partner with 100% 
condom use” (Hughes, 1998, p. 12), 
indicating a 33 percent failure rate. 
However, with consistent and correct 
use, condom failure rates range from 
1.6 percent to 3.6 percent, including 
the combined metliod faihite of both 
slippage and breakage and contribut- 
ing factors such as experience in con- 
dom use. condom size, and the use of 
a lubricant (CDC, 2001). The GDC, 
the National Institutes of Health 
(NIH), the United States Agency for 
International Development (USAID), 
and the Food and Drug Administra- 
tion (FDA) issued the following state- 
ment about the effectiveness of con- 
doms in preventing disease; 

I.atex condoms, when used con- 
s.istendy and correctly, are liighly 
effective in preventing transmis- 
sion of HIV, the virus that causes 
AIDS. In addition, correct and 
consistent use of latex condoms 
can reduce the risk of other sexu- 
ally transmitted diseases (STDs), 
including discharge and genital 
ulcer diseases (CDC, 2001, p. 2). 

Despite the facts about condoms, 
abstinencc-oiily-unul-matriage pro- 
grams do not discuss with students 


the proper way to irse this form of 
contraception, nor do they provide 
information on any other form of 
contraception that may help reduce 
the risk of becoming pregnant or 
contracting HIV or another STD. The 
only method discussed is abstaining 
from sexual activit)' until marriage. 

Views of People 
Living With HIV 

M any fear- and shame-based ab- 
stinence-only programs portray 
HIV-positive people as ^responsible 
and immoral. Fadng Reality states: 

Many homosexual activists are 
frustrated and desperate over their 
own situation and those of loved 
ones. Many are dying, in part clue 
to ignorance. Educators who 
struggle to overcome ignorance 
and instill self-mastery in their 
students will inevitably lead them 
to recognize that some people 
with .AIDS are now suffering 
because of the choices thev made 
(Coughlin, 1998,p. 19), 

Similarly, Aev Respect teaches that the 
“behavior which leads to AIDS can 
be prevented through high person- 
al standards and strong character” 
(Mast, 2001, p. 131). 

These kinds of statements blame 
and stigmatize people living with HIV 
and do not belong in a public school 
curriculum for that reason alone. 
However, they also display a pro- 
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found Ignorance of the social drivers 
of FdlV infection io youth, including 
poverty, coerced sex, childhood sex- 
ual abuse, ignorance about HIV risk 
and ttansmisston and about sexual- 
ity in general, gender inccjuality, and 
uncertainty about sexual feelings and 
how to handle diem. They also fail to 
acknowledge biological factors such 
as the greater suscepribiHtt' to infec- 
tion of the immature female genital 
tract, and the role of mental illness in 
sexual and other risk taking. 

Fear- and shame-based progmns 
also typtcally portray people living 
with HIV as victims who are termi- 
nally ill. Such a portrait is highly stig- 
matizing and ignores the fact that HIV 
disease is now a chronic illness and, 
as with many other chronic illnesses, 
with proper treatment people living 
with HIV can Hve healthy and pro- 
ductive lives for decades. Passions <& 
Principles uses a game to teach distort- 
ed information about living with HIX". 
Students are asked to roll a dice and 
are told that every number on the dice 
represents a risk. Rolling a four means 
that a smdent has contracted AIDS, 
and the instructor says, “A'ou’re head- 
ing to the grave. No cure” (Hughes, 
1998, p. 3.5). 

In addition to portraying people 
living with HIV in negative and stig- 
matizing ways, tlie.se curricula and 
programs fail HIV-positive youth 

in a potentially more damaging way. 
By providing misinformation about 


condom efficacy in preventing HIV 
transmission, such programs are de- 
nying them medically accurate infor- 
mation about how to protect their 
sexual partners now and in the .future, 
including a future spouse. 

Views of Sexual 
Minority Youth 

S exual minority youth are left out 
of the conversation entirely when 
it comes to relationships in fear- and 
shame-based abstinence-only curricu- 
la because of the heavy focus on mar- 
riage at a time when many state laws 
forbid marriage between same-sex 
partners (Iftank, 2005), New federal 
guidance mandates that abstinence- 
only-until-marriage programs define 
marriage as follows: 

a legal union between one man 
and one woman as a husband 
and wife, and the word ‘spouse’ 
refers only to a person of the 
opposite sex who is a husband or 
a wife (Announcement of Avail- 
ability of Funds for Adolescent 
Family Life (AFL) Demonstra- 
tion Projects, 2007). 

This regulation makes it clear that the 
devalviation of gay and lesbian life 
partnerships is a deliberate feature of 
abstinence-only programs. 

When fear- and shame-based ab- 
stinence-only programs do mention 
sexual minority youth, they provide 
negative and false information that 
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temforces stigma and stereoU'pes. For 
example, dtv Respect assigns blame for 
die epidemic: “AIDS is the STD most 
common among homosexuals and bi- 
sexuals, and has recently made its way 
into heterosexual circles” (Mast, 2001, 
p. 54), and Passions eh Principles sug- 
gests that instructors teach students 
drat “sex is die glue that ultimateH’ 
links them to someone for the rest of 
their lives within a biblical marriage 
relationship” (Hughes, 1998, p. 26). 

Because a “biblical marriage re- 
lationship” is between a man and a 
woman, sexual minorip' youth are de- 
nied for a lifetime the possibilip- of 
love and union with a same-sex part- 
ner. References to liiblical teachings as 
the standard for marriage are also inap- 
propriate in a public school curriculum 
for use with spidents who may have a 
different faith or none at all. 

Views of Gender 

and Family 

M any fear- and shame-based ab- 
stinence-oniy curricula perpet- 
uate gender and family stereoppies, 
and girls and young women often ate 
presented as the “controllers” of sex- 
ual situations. Sex Respect states: 

A young man’s natural desire for 
sex is already strong due to testos- 
terone, the powerful male growth 
hormone. Females are becoming 
culturally conditioned to fantasize 
about sex as well . . . yet, because 


they generally become physically 
aroused les,s easily, rirls are still in 
a good position to slow down the 
young man and help him learn 
balance in a relationship (Mast, 

2001, p.1 1-12). 

In a section of this curriculum de- 
signed to facilitate questions from 
students. Sex Respect poses the ques- 
tion “aren’t there many girls who 
want to have sex, and so they pressure 
the guys” and answers it, “yes, there 
are. This is happening in larger num- 
bers now than in years past, since the 
pop culture has removed the stigma 
from non-virgins and displays many 
role models of provocative women” 
(Mast, 2001, p. 12). Fear- and shame- 
based curricula also teach- — to an au- 
dience that includes many sexually ac- 
tive teens — that sexually active young 
woman are to be considered dirty, 
scarred, and inferior. 

Finally, fear- and shame-based 
curricula do not acknowledge current 
family structures, ignoring the fact 
that many students in the classroom 
are being raised by parents who did 
not marry, and that some students 
may already be parents themselves. 
Abstinence is presented as the only 
option for preventing pregnancy and 
STD infection. Comprehensive in- 
formation about pregnancy preven- 
tion is especially necessary for you.n,g 
women who are HIV positive and 
who need the opportunity to care- 
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fully jjlan aiiv {iregnancy and to take 
advantage of treatments that prevent 
mother-to-cliild transmission of HIV. 
These curricula not only stigmatize 
young, pregnant women but also fail 
to provide adequate, comprehensive 
information to help youth make re- 
sponsible decisions about their sexual 
health. 


Other 

Abstinence-Only 

Approaches 

A bstinence-only programs arc 
not all alike. Some programs 
do not use fear or shame to promote 
abstinence. Instead, they focus on in- 
creasing self-esteem while teaching 
students decisioa-maldng and nego- 
tiation skiEs within interpersonal rela- 
tionships (SIECUS, 1998a). However, 
these programs, by definition, do not 
provide youth with aU the informa- 
tion they need to make good chokes, 
stay healthy, and protect themselves if 
they are or become sexually active, or 
if they are alreadv HIV positive. They 
also do not address die needs of sex- 
ual minority youth. 

.:\b,srinence-onIy programs that 
do not rely on fear and shame to 
control students’ sexual behavior can 
help promote self-esteem whEe also 
providing youth with concrete skills 
for negoriafing interpersonal relation- 
ships and confronting peer pressure 
to engage in unwanted se.xual activ- 
it}'. ^Tiile less stigmatizmg and nega- 
tive than fear-based abstitience-only 
programs, these programs also fail to 
provide youth with all the informa- 
tion they need to protect themselves 
and to make healthy decisions if they 
arc or become sexually active, or it 
they are Iking with HIV. 
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Comprehensive 

Programs 

C omptchensiTC sexuality educa- 
tion promotes accurate informa- 
tion about sexual and reproductive 
health and includes discussions of 
abstinence, condoms and contracep- 
tion, relationships, hrmian develop- 
ment, sexual behavior and health, and 
interpersonal skills. The comprehen- 
sive approach is based on four pri- 
mary goals: information; attitudes, 
values, and insights; relationsliips and 
interpersonal skiUs; and responsibility 
(SIECUS, 1998b). Unlike abstinence- 
only approaches, comprehensive sexu- 
ality education is more likely to provide 
age- and culturally appropriate, medi- 
cally accurate information for youth. 

Comprehensh'e approaches vary 
in their messages and emphasis. Absti- 
nence-plus approaches promote absti- 
nence as die safest form of protection 
against pregnancy and STDs while 
also providing information and ad- 
vice on condoms and contraception 
(Stammers, 2003). .Abstinence-plus 
curricula recognize the desirability 
and health benefits of abstinence for 
young people but also present options 
for youth who are or will become 
.sesuall? active. Other comprehensive 
cumeuk do not include a strong fo- 
cus on abstinence, particularly when 
they arc targeting youth who arc sex- 
ually active. Such curricula acknowl- 


edge sexually active youth and pre- 
pare them for a lifetime of sexuality. 
Whatever the differences in emphasis, 
the tenet of comprehensive programs 
is to teach young people how to avoid 
unwanted pregnancies and STDs and 
how to protect their health and the 
health of their partners. In contrast, 
abstinence-onlv programs simplv tell 
young people not to have sex, despite 
the clear fact that by the time they are 
18 years old, most US. teens have had 
sex (Guttmacher Institute, 2006). 

HIVTransmission 
and Prevention 

C omprehensive sexuality curricula 
use up-to-date, accurate informa- 
tion about HIV disease and risk for 
transmission. Our Whole IJves teaches 
that “HIV can be found in blood, se- 
men, vaginal secretions, and breast 
milk. This virus is very fragile, and it 
dies very cjuickly when it is outside 
the body” (VCtilson, 1999, p. 264). 
Along with information about HIV 
transmission, comprehensive sexual- 
ity education provides students with 
information on how to reduce their 
risk for HIV and other STDs through 
abstinence and correct, consistent 
condom use. 

Views of People 
Living With HIV 

S ome comprehensive curricula, 
such as Our Whole IJpes, recognize 
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that students in the classroom may al- 
ready be HIV }3osiriue. For example, 
the discussion on preventive methods 
(using condoms or other barriers) 
equips HIV-positive youth with the in- 
formation they need to protect them- 
selves and that partners throughout 
their lives. Recognizing that youth may 
already be HIV positive also provides 
a fomin for discussion about living 
with HTV RHH.i’.H. describes HIV 
disease in this context, “Even tliough 
scientists have not found a cure for 
HIV, there are medicines available that 
people with HT\^ can take in order to 
stay healthy” (Reis, 1989, p. 25-6). 

Views of Sexyai 
Minority Youth 

C '' omprehensive education pro- 
grams recognize the needs of 
sexual minority youth. Typically, these 
curricula first define sexual orientation 
(lieterosexual, homosexual, bisexual) 
before defining sexual activities. Our 
W^hok LJves describes se.xual orienta- 
tion as “the deep-seated direction of 
one’s romantic and erotic attraction 
toward the same sex (homosexual), 
other sex (lieterosexual), or both sex- 
es (bisexual)” (Wilson, 1999, p. 92). 
Describing sexual orientation in this 
way validates sexual minority youth 
and prepares them to learn about 
how they can make good choices and 
protect their health. 


What the 
Research Says 

A bstinence-only and comprehen- 
sive scxualit)' education pro- 
grams have been studied for maiiv 
years, and despite the need for contin- 
ued research some things ate dear. In 
a nutshell, comprehensive programs 
have been shown to work; abstmence- 
only programs have been shown not 
to work. 

Abstinence- Only 
Program Outcomes 

T he largest and most comprehen- 
sive study to date, conducted by 
Mathemadca Policy Re.search for the 
federal government, found that stu- 
dents in abstinence-only programs 
were no more Ekely to be abstinent 
than students in the control group. 
Those who had sex started at the 
same age and had the same number 
of partners as students who did not 
take part in the abstinence-only pro- 
grams (Mathematica Policy Research, 
k)07). 

Dr. Douglas Kirby s recentl? re- 
leased review of abstinence-only pro- 
grams, Emerging Amwers 2007, pro- 
vides additional analysis: 

Several abstinence programs, in- 
cluding absdnence-imdl-tnarriage 
progranus, have been rigormisly 
evaluated with large experimental 
designs and found to have no 
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overall impact on delay in initia- 
tion of sex, age of initiation of 
sex, retttrn to abstinence, number 
of sexual partners, or condom or 
contracepttvc use. (p. 1 24) 

Virginity pledging is a common 
feature of tear- and shame-based 
abstinence-oiilv programs that has 
received a great deal of attention. Tt 
is used to promote and document 
premarital abstinence among stu- 
dents taking part in these programs. 
Students who pledge promise to te- 
mam abstinent until they arc legally 
marned to someone of the opposite 
sex. Research has shown that virgin- 
ity pledgers are one-third less likely to 
use contraceptives when they engage 
in sexual activity compared to their 
peers who have not pledged (Bear- 
man & Bruckner, 2001). 

More recent research from Bear- 
man & Bruckner (2005) also found 
that teens who took virginity pledg- 
es had the same STD rates as non- 
pledgers and were nearly as likely to 
have sex before marriage (88 percent) 
as the general LI.S. population (90 per- 
cent), The same smdv demonstrated 
that smdents who pledge are less 
likely to seek medical attention for a 
suspected STD infection. This reluc- 
tance helps fuel the spread of HIV 
and other STDs, putting more youth 
at risk. 


Comprehensiwe 
Program Outcomes 

C omprehensive sexuality educa- 
tion, in contrast, has consistently 
been slioxvn to delay first intercourse, 

reduce the frequency of intercourse, 
reduce the number of sexual part- 
ners, and increase condom use among 
youth (Kirby, 2007; U.S. Department 
of Health and Human Services, 
2001). In an earlier Emerging Answers 
report, Kirby (2001) evaluated several 
comprehensive sexuality education 
programs and found that three of the 
programs — Safer Choices, Becoming a 
Responsible Teen, and Making a Differ- 
ence: An Abstinence Approach to STD, 
Teen Pregnancy, and HIV / AIDS 
Prevention — decreased unprotected 
sex significantly by delaying sex or 
increasing condom or other contra- 
ceptive use. He also referenced two 
independent studies evaluating anoth- 
er curriculum. Reducing the Risk, that 
found that this comprehensive cur- 
nculum also delayed the onset of in- 
tercourse, as well as increased the use 
of condoms or contraceptives among 
some groups of youth (Kirby, 2001). 
Other studies have shown that when 
comprehensive sexuality’ education is 
included as part of a broader yoiitli 
development program more youth 
remain abstinent for longer periods 
of time (Cicatclli Associates Incorpo- 
rated, 2000; Kirby 2002). 
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Fmallv, an eTaluarion of sexuality 
education progtams in Illinois looked 
at tlitec of the pfogfams discussed in 
this tepoft: Jcv Respeii (abstinence- 
only), Our Whole Urns (comprehen- 
sirc), and F.W'i.S.l I. (comprehen- 
sive) (Campaign for Responsible Sex 
Education, 20()7), The evaluation rat- 
ed the programs on a variety of stan- 
dards and components including, but 
not limited to: medical accuracy, how 
they encouraged discussion among 
parents and caregivers at home, 
and how they encouraged increased 
knowledge and skills of young people 
around sexuality education while also 
being mindftil of their sexual and re- 
productive health. F..LA.SJ-L and Our 
Whole Uses each received the highest 
possible score— 15 out of 15. T&v Rr- 
specl received a 2, the lowest score of 
the 1 8 curricula reviewed. 


Testimonies 
of Youth and 
Parents Living 
with HIV 

tiring 2006 and 2007, AIDS 
Alliance conducted one-on- 
one phone and in-person interviews 
with a dozen parents and youth liv- 
ing with HIV to collect their views on 
HW prevention and sexuality educa- 
tion programs in the LIS. today. Not 
all of those interviewed wanted to 
be included in this report because of 
concerns about disclosing their HIV 
status, but four parents and five youth 
(one of whom is also a parent) did. 
Their stories illustrate how absti- 
nencc-only-until-marriage programs 
have affected their lives and the lives 
of others living with HIV. The fol- 
lowing are a few examples of the sto- 
ries chronicled. 
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Chelsea Gyiden 


C helsea Gulden is a 25-ycar-old 
mother living in North Caro- 
lina who contracted HIV in college. 
Chelsea had sensed that her boy- 
friend might be cheating on her, but 
the truth didn’t sink in until she was 
tested for HIV and learned that she 
was both HIV positive and five weeks 
pregnant. At a young age, Chelsea 
had to deal with two life-changing 
events — being HTV positive and be- 
ing pregnant — but she was able to get 
the necessary care right away to pre- 
vent transmitting Hl\' to her baby. As 
a result, her son is HIV negative. 

Since testing positive, Chelsea has 
channeled her time and effort into 
work wath young people at an AIDS 
clinic m North Carolina. She also takes 
part 111 a local speakers bureau and 
speaks at schools and organizations 
ill her community. Chelsea hopes that 
bv telling her story through her work 
at the clinic and in the community she 


can prevent others from becoming 
HIV positive. As a counselor, Chelsea 
has been frustrated by a local policy 
that forbids her from sharing infor- 
mation about high-risk sexual behav- 
ior or condoms with her younger 
clients. The policy in her county very 
strictly limits her. If a young person 
approaches her with c[uestions about 
sex, she is allowed to respond only 
with abstinence messages, and she 
is required to tell the parents if she 
thinks that the questions indicate 
that the youth is probably engaging 
in sexual activipr “This policy just 
isn’t right, and it helps to spread the 
disease, rather than prevent it,” says 
Chelsea. 

As a young mother living with 
FI IV, Chelsea says, “Abstinence-only 
programs not only add to problems 
with STDs and FlIV but also add to 
stigma. If a young person is already- 
infected, they are not being given 
any hope for a healthy future.” When 
asked about her son and sexuality ed- 
ucation in the schools, Chelsea shares, 
“Parents should be aware of what 
their children are learning in school. 
I don’t want my son being taught that 
people living with HTV are immoral, 
or that they are going to die.” 
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Heather Johnson 


H eather fohnson is a 19-year-old 
who acquired HIV peiinatally 
When Heather was growing up, her 
family was so concerned about HIV 
stigma that they moved frequently — 
from New York City to Alabama and 
then to Georgia — ^where she now 
lives. Heather’s fatlier passed when 
she was very young, and her motlier 
died when she was 1 3, just a year af- 
ter Heather was told about her HIV 
status. It was around this time that 
Heather experienced sex education in 
her school. She remembers being told 
that one in three of her classmates 
would acquire HIV in their lifetime. 
Heather tlwrught to herself, “Wow, 
they are, really trying to scare us into 
tliinking this disease will kill you!” 

Heather thought that there w'as a 
lot of ignorance about HIV among 
her schoolmates and within her com- 
munity, .so she was not comfortable 
disclosing her status. “I tried to ignore 
my grieving process,” she says, and in- 


stead found herself m a spiral of con- 
fusion — ^running away, depressed, in 
social services’ custody. Heather took 
many years to appreciate that her life 
did have promise and that her HIY sta- 
tus was not a death sentence. Heather 
ha.s since turned her life around and is 
working with other young people to 
help them avoid the depression she 
faced. She actively speaks out about 
her status and the need for her peers 
to protect themselves. 



Max Siegel 


M ax Siegel contracted HIV in 
high school in Arizona, shortly 
after completing his school district’s 
abstinence-only program. While Max 
had some idea of how to practice 
safer sex, he believes that the absti- 
nence-only program in his school 
failed to educate him on the best ways 
to prevent HIV infection, including 
how to negotiate condom use with 
a partner. Max, now 23, also worries 
that youth recendtig abstinetice-only 
messages may be less willing to seek 
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an HI\' test if they are engaging in 
tisky sexual activity. “Abstinence edu- 
cation keeps my peers from discov- 
ering tiieir status. AC-e’re made to feel 
shamed and embarrassed because we 
are having sex.” 

fvlax also notes the importance of 
teaching people who are HIV positive 
how to protect themselves and others. 
“Abstinence-only programs don’t teach 
those of us living with HIV the ways 
we can avoid transmitting the vims.” 

Chaneil Scott 

C haneil Scott is a 15-year-old 
from Pennsylvania. Chaneil ac- 
quired HIV perinataUy but was not 
told that she was HIV positive until 
she was seven. “I just had to take a lot 
of medicine all the time, and then one 
day I asked my mom why I had to take 
medicine and no one else did, and she 
whispered in my ear that I had HR' 
and it was a secret.” Chaneil kept her 
secret for a long time. She was afraid 
of what people would say if she told 
them she had HR’’. .\ year or so ago, 
Chaneil attended a summer camp for 
kids with serious illnesses near her 
home. Back at school, she noticed 
a picture taken at the same camp in 
a friend’s locker, and she asked her 
about It. Her friend said that she had 
sickle-cell anemia and then asked why 
Chaneil was at the camp. Chaneil ex- 
plains, “I told her that I have H-I-V, 
and that was it. After I left school 
that day, I began to think, ‘Maybe she 


won’t talk to me again tomorrow be- 
cause I have HIV.’ I had tievet told 
anyone my status before. The next 
day when I went to school, she talked 
to me, and I was happy that I still had 
my friend.” 

Chaneil is fortunate. Her expe- 
rience with sexualit}' education has 
included more than abstinence, but 
even a good program is challenged to 
dispel the stigma that exists for people 
living with HIV, “Some students say 
things like, ‘I wouldn’t wattt them for 
a friend,’ if they know someone has 
HIV The teachers try to change their 
minds, but they still think the same.” 
Chaneil plan,s to speak out more in 
her community and school about her 
HIV status. As a young woman living 
with HIV, she knows that she needs 
more than abstinence-only messages 
to have a healthy life and to make re- 
sponsible decisions in her future re- 
lationships. She also knows that her 
friends and classmates need more 
information about HR’ prevention 
and decision making. She hopes that 
by telling her story they will better 
understand HIV disea.se and people 
affected by it. “T want to help people 
get better educated about HR’ If I 
could just tell anyone my stams and 
they could start asking me Cjuestions 
about it, instead of judging me, I 
w’ould help explain it to them so that 
they understand.” 
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Angelo James 

A ngelo James is a 26-Year-old man 
who acqiiiretl HIV several years 

ago through sexual contact while liv- 
ing m Kentucky. The news of his di- 
agnosis was surprising since Angelo 
thought he was protecting himself 
with condoms and fidelity'. Because 
Angelo had heard negative messages 
about HI V throughout his Ufe, he had 
a very hard time overcoming die ini- 
tial shock of liis diagnosis. This tur- 
moil was made worse by his family’s 
negative reaction to the news. Just a 
few months after learning he was gay, 
Angelo’s mother’s reaction to his HIV 
status wa.s “I told you so.” 

.Angelo believes that absdnence- 
only programs will worsen die situ- 
ation for youth who test positive. 
He explains, “It wasn’t until I went 
through a program specifically de- 
signed for HIV-positive youth — long 
after I received a positive diagnosis — 
that I began to hope again.” Angelo’s 
turning point w'as getting to know and 
understand others living with HIV, 
which helped him dispel negative feel- 
ings about being positive himself. He 
hopc.s that othcr.s will come to under- 
stand the distinction between fearing 
HIV and fearing people hving with 
HIV. “While HIV isn’t something you 
want, it’s unportant that wc teach that 
people who arc infected can live with 
HIV” 


Angelo thinks edi-ication pro- 
grams should not only address the 
importance of protecting one’s health 
but also portray HIV-positive people 
as human and capable of life. Angelo 
has worked hard to overcome the stig- 
ma surrounding HIV and perceptions 
about people living with the virus, and 
he now works to educate others about 
the realities of thing with Ills illness. 



Danielle Warren-Dlas 

D anielle Warren-Dias is from 
Connecticut and has been liv- 
ing with HT\’ since 1 992. Shortly af- 
ter learning her status, Danielle came 
across a job opportunit}’ to work 
with perinatally infected t’outli in an 
AIDS clinic in Hartford. She has been 
working there ever since. When asked 
about her conversations with youth in 
the program, Danielle says, “T don’t 
wait for kids in the program to ask 
about sex. T know that docs don’t feel 
comfortable asking kids these ques- 
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tions, so I talk to the kids for them.” 
Danielle exjjlams that while many of 
these perinatally infected youth were 
not expected to live past thek infan- 
cy, much less into adulthood, they 
are now reaching adolescence. And, 
with that, comes sexual activity. “All 
of these conversations with the youth 
really cam,e about after we had a 12- 
year-old girl come in for a ‘mass in 
her stomach’ and the tests came back 
that she was pregnant. Over the years, 
we were burying these kids. Now, we 
need to talk to them about their sexu- 
al risk reduction.” 

Danielle feels that youth, espe- 
cially youth of color, must be taught 
about their choices when it comes to 
engaging in sexual activit}-. “Some- 
times, I may be overki!l, but these kids 
need to know what’s out there besides 
abstinence.” As a social worker and a 
mother, she even volunteered to hand 
out condoms at her children’s liigh 
school prom. The school’s policies on 
sexuality' education prevented Dani- 
elle from doing so at the prom itself, 
so her team stood outside, across the 
street, and handed out condoms to 
students who ventured to the booth. 
“I wisli I would’ve had this informa- 
tion growing up. 1 would have had the 
choice to make, but I also would have 
had the information to make it. If 
safer sex had been taught back then, 
it would be so ingrained in our heads, 
and rnavbe we wouldn’t be where we 
are today'” 


son RQiniffiz 

N elson Ramirez is a 42-year-old 
father who has been living with 
HIV since 1990. As a long-term survi- 
vor, Nelson has seen the perceptions 

about people living with HIV change 
overtime. In the early years, lie remem- 
bers others saying that eyajone living 
with HIV should be killed or sent to 
an island. So, Nelson wasn’t surprised 
when he encountered discrimination 
when fighting for custody of his son 
in 1997. Although both Nelson and 
the baby’s mother were HIV positive, 
the baby was given treatment at bktii, 
which successfully prevented perina- 
tal transmission. Nelson wanted full 
custody of his son, which was a big 
challenge because many profession- 
als at the time said that a single fa- 
ther “struggling with his own illness” 
could not care for a child with special 
needs. j\fter months of perseverance. 
Nelson began his journey as a single 
father, and today both he and his son 
couldn’t be happier. 

Nelson’s son is now nine years 
old, and Nelson is already thinking 
about the future and ways to protect 
Ills son. “liducation is the key for 
youth to have all the choices to pro- 
tect themselves. Youth should be able 
to understand the consequences of all 
thek actions,” he says. While Nelson 
understands that abstinence is ideal, 
he thinks that adults need to listen 
more to y'outh and be more realistic 
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about the realities they face. 

When asked about abstinence edu- 
cation for his son, Nelson shared his 
concerns for his family. He has heard 
what public health officials have to say 
about abstinencc-only approaches, and 
he is worried. “Misinformation taught 
it! abstinence-only programs adds un- 
necessary stress to the lives of children 
living with HIV in their families,” 
Nelson says. “They may be appreheo- 
swe about disclosing their emotions widi 
fnends or teachers, and denting youth 
coping with HW any potential support 
is negligent and irresponsible.” 



Gina Brown 


G ina Brown is a woman Iwing 
with HIV who believes that she 
did not receive proper sexuality edu- 
cation when she was young. Born and 
raised in Louisiana, she remembers 
no mention of sex from her teachers 
in school and only recalls her moth- 


er saying, “Just don’t get pregnant.” 
Now the mother of a 13-yeaf-okl 
who is entering adolescence and con- 
fronting many physical and emotional 
changes of her own, Gina says, “It is 
my' dutyr to arm my daughter cvith all 
the information I can, including absti- 
nence, personal hygiene, condoms— 
you name it. Young people go through 
so many changes in adolescence that 
we have to build them up, not teach 
them to fear their bodies like many ab- 
stinence-only approaches do.” 

When asked how her family 
would be affected by abstinence-only 
programs that teach misinformation 
about HIV, Gina explained the dan- 
gers from the perspective of a family 
living and coping with HIV disease. 
“If my daughter were taught in school 
that HIV can be transmitted through 
sweat and tears, she would likely not 
trust all the things I have taught her 
about HIV. She might begin to think 
I’ve lied to her, she would stop com- 
ing to talk to me, and it could entirely 
tear our relationship apart.” 
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Recommendations 

I n 2004, AIDS Alliance, in partner- 
sbip with j'outh, caregivers, and ed- 
ucation experts, led a consensus pro- 
cess to dctndop recommendations for 
school-based HIV prevention educa- 
tion. Tliet' have been adapted and in- 
cluded here because they are relevant 
to the national sexualip* and HIV pre- 
vention education debate. AIDS Al- 
liance advises policy makers to use 
the recommendadons m concert with 
the findings of this report — including 
the voices of HlV-posidve youth and 
parents— to guide national policy on 
sexuality education. 

Recommendations for 

School-Based Sexuality 
and HIV Prevention 
Education 

• Schools should provide compre- 
hensive sexuality and HIV pre- 
vention education in grades K-12. 
These programs should be cukur- 
ally competent and developme.n- 
taUv and age appropriate. 

• Whenever possible, comprehen- 
sive sexuality and HIV prevention 
education should take place with- 
in the context of a health educa- 
tion curriculum, 

* Comprehensive sexuality and HW 
prevention education should be 
factual and medically accurate. 

Programs should provide young 


people wnth the knowledge and 
skills to make healthy decisions 
about protecting themselves and 

others lifelong, 

• Comprehensive sexuality and HIV 
prevention prog.rams should be 

evidence-based, grounded in theo- 
ries and approaches that have been 
demonstrated to be effective. 

• Comprehensive sexuality and HIV 
prevention programs should stress 
abstinence from sex and drugs as 
the most effective ways to avoid 
HIV and STD infections, as well 
as unplanned pregnancies. They 
must also discuss other strategies 
for reducing risk if and when stu- 
dents become sexually active. 

• Age-appropriate information about 
the role of condoms in preventing 
HIV, other STDs, and pregnancy 
should be part of comprehensive 
sexuality and HIV'’ preventi.on pro- 
grams. Accurate information about 
condoms should be a part of sexu- 
ality and HIV prevention programs 
in every juiisdiction. 

• School staff, families, students, 
public health officials, and rel- 
evant communities should work 
together to design and implement 
comprehenswe sexuality and FIIV 
prevention programs. 
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• Schools must provide a safe and 
supportive environment for all 
students. Stigma and stereotyping 
of students thought to be at risk 
for HIV infection are coimter- 
prodiictive to successful preven- 
tion efforts. 

• School-based HIV prevention ef- 
forts should provide information 
about and linkages to confidential 
or tinonvmous HIV counseHng 
and testing services. 

• Teachers and staff responsible 
for sexuality and HIV prevention 
education should be fully trained 
for such instructions, and admin- 
istrators should provide visible 
support to these teachers and 
their efforts. 

• The federal Department of Edu- 
cation should take a leadership role 
to encourage the. development and 
prioritization of comprehensk'c, 
age-appropriate sexuality and HIV 
prevention education in all levels 
of K-12 instruction, supporting 
the integration of such programs 
in botli classrooms and through- 
out all le\-els of administration. 


Conclysion 

A ids Alliance hopes that lawmak- 
ers, advocates, and other stake- 
holders can use the voices and stories 
presented here and the recomiTi,enda- 

tions that follow to develop support 
for comprehensive, age-appropriate 
sexuality education programs for 
youth. The health and well-being of 
millions of America’s youth depend 
on culturally competent and scieii- 
tificallv sound HIV prevention pro- 
grams, and HIV-positive youth and 
parents are speaking to that truth. 

School-aged youtli need honest, 
accurate information about sex and 
HIV if they are to protect themselves 
and others. By denying them this com- 
prehensive information, abstinence- 
only programs put young people at 
risk for unintended pregnancy, HIV 
infection, and other STDs. For famiEes 
affected by HIV, abstinence-only pro- 
grams can endanger relationships and 
interfere with conversations among 
youth and parents. The programs’ in- 
accurate and stigmatizing approaches 
to HIV disease further marginalize 
these youth and families and perpetu- 
ate myths and misconceptions about 
HIV disease. FinaOy, these programs 
consistently dehumanize and even 
demonize people Eving wkh HIV and 
sexual minoritv youth. Precious federal 
resources should not go to ineffective 
and harmful programs. Thc.se funds 
would be put t«) better use supportmg 
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comfjrehcnsive programs that delay 
the age of first intefcoufse, inctease 
contraception and condom use once 
youth become sexually active, and re- 
duce the number of sexual partners 
while providing accurate information 
about H!\' disease and transmission, 
promoting positive images of people 
living with HIV, and respecting sexual 
minoritv youth. 

Teens living with HIV — and young 
people who became HI\' positive in 
their teen years— know first hand that 
AIDS is not over and that ignorance is 
not bliss. Parents who are Ihing with 
HIV know that their hopes and dreams 
for their cliildren are not enough to 
keep them, safe from the virus. For 
these HIV-positive youth and parents, 
the debate about sexuality and HIV pre- 
vention education is not an abstraction. 
Nor is it something that can be left to 
others with less at stake to argue about. 
These young people and families have 
something to say that they want every- 
one to hear, before it i.s too late for other 
teens and other families. AIDS Alliance 
hopes that America is listening. 
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April 21, 2008 

The Honorable Henrj- Waxman 
Chaiiman 

Committee on Oversight and Government Reform 
U,S. House of Representatives 
2157 Rayburn House Office Building 
Washington, D.C. 20515 



RE: The AIDS Institute Comments on Impact of Abstinence-Only-Until-Marriage Programs on HIV 

infection 


Dear Chairman Waxman: 

The AIDS Institute, a national public policy research, advocacy, and education organization, is pleased 
to submit this statement for the record in regards to the Committee on Oversight and Government 
Reform’s hearing focusing on the public health and ethical concerns with domestic abstinence-only- 
until-marriage programs. 

The AIDS Institute is very pleased with the Committee's decision to hold this critically important 
hearing. We are deeply concerned with the public health and ethical implications of federally funded 
abstinence-only-until-maiTiage programs on HIV infections in the United States. A growing body of 
research has shown that such programs are ineffective at increasing rates of sexual abstinence, delaying 
the age of sexual debut, changing sexual risk behaviors, or decreasing rates of pregnancy, HIV, and 
other sexually transmitted disea.ses. In addition to being simply ineffective, The AIDS Institute believes 
that abstinence-only-until-maiTiage programs are scientifically and ethically umsound, and may have 
harmful public health con,sequences. 

As rates of HIV and other STD's continue to increase among youth, especially minority youth, the need 
for proven, evidence-based prevention education programs is greater now more than ever. Since 
abstinence-only-until-marriage programs teach that heterosexual marriage is the only context in which 
sexual behavior is acceptable, they are ineffective in preventing HIV among men who have sex with 
men (MSM) who account for 53% of all new HIV/AIDS cases. Since gay men can not marry, there 
must be appropriate prevention education that reflects their needs and the reality of their lives. 

As a Nation, we can not afford to deny young people medically accurate and potentially life-saving 
infonnation about condoms and other forms of contraception - too many lives are at stake. While 
federal funding for evidence based HIV prevention programs has decreased in recent years, abstinence- 
only-until-marriage programs have seen record increases. In a time of scarce resources, we can not 
afford a continued investment in these failed, unscientific, ideologically driven programs. 

The AIDS Institute is joined by many highly respected public health and medical organizations in 

1 705 DeSales Street NW Suite 700, Washington, DC 20036 - 202 835 8373 - fax 202 835 8368 
i 7 Davis Blvd. Suite 403, Tampa, FL 33606 - 81 3 258 5929 - fax 81 3 258 5939 
www.iheaidslnstitute.org 
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strongly supporting abstinence as a critically important element of a comprehensive sex education 
program - which includes education about abstinence, values, communication and decision-making 
skills, and HIV/STD and pregnancy prevention, including a discussion of condoms at an appropriate age 
level. We fully support programs that promote abstinence - we are merely opposed to programs that 
solely focus on the promotion of abstinencc-only-until-marriage. 

We hope that the testimony and facts presented at this hearing will provide a compelling case for why 
such programs should no longer be funded. 

The AIDS Institute commends you. Chairman Waxman, and other members and staff of the Committee 
on Oversight and Government Reform, for holding this critically important hearing. 


Sincerely. 



Dr. A. Gene Copello 

Executive Director 

The .AIDS Institute 

) 705 DeSales Street. NW, Suite 700 

Washington. DC 20036 

(202) 835-8373 

gcopello@.theaidsins ti tute.org 


1 705 DeSales Street NW Suite 700, Washington, DC 20036 - 202 835 8373 - fox 202 835 8368 
1 7 Davis Blvd. Suite 403, Tampa, Ft 33606 - 81 3 258 5929 - fax 81 3 258 5939 
www.theajdsinstitute.org 
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4/22/08 

To the congressional committee: 

This week, you will take part in the first ever congressional oversight hearing dealing 
with the problems of absfioence-only-until-marriage programs. I am writing to state my 
strong support for comprehensive sex education programs, and to represent the perspectives 
of young people, students, and journalists. 

My name is Alyse Knorr, and I am a junior English and journalism student at E!on 
LJniversit}- in North Carolina. 1 am an Honors student and an active member of Elon’s 
student media: I have worked for The Pendulum, Elon’s student newspaper, for three years 
now, and have also completed several research projects through Elon’s School of 
Communications. I am also a part-dme features reporter for the Greeasboro News & 
Record, the daily newspaper for Greensboro, N.C. 

Last year, I completed a nine-month independent research project about teen 
pregnancy in my region. North Carolina’s Alamance and Guilford Counties. 1 used 
qualitatfoe research methods including interviews and field obserc'ation to delve into the lives 
of teen mothers between the ages of 15 and 17, and in so doing, to gain a better 
iioderstanding of the serious problem of teen pregnancy. My research culminated in two 
seriafeed centerpiece articles in The Pendulum and two articles in the Greensboro News & 
Record. 

As a published author on the subject of teen pregnancy in Alamance and Cimlford 
Counties, I can attest to the failure of abstinence-only sex education programs. Our society, 
with its double standard of a sexually-permeated media and strong stigma against premarital 
sex, leaves many teens feeling kxst and confused. The young women I interviewed during 
the research for my articles revealed to me, over and over again, that what teens need is not 
to be instilled with the values Congress chooses for them, or forced into making certain 
decisions about their own bodies, but to be given all of the resources and education they 
need so that they can make healthy choices no matter what they decide to do with their 
body. 

It’s a simple fact that some teens will have sex no matter how many times a teacher 
tells them not to. It’s also a simple fact that they will not use a condom when they have sex 
if they do not know how to use one. This lack of education about birth control is what 
causes teen pregnancy rates to be so high; not a higher rate of teen sex, but a higher rate of 
unprotected teen sex. 

As a 21 -year-old college student, I represent an age group that has only recently 
transitioned from teenager to adult. I also represent the ne.xt generation of tax payers whose 
money may be wasted by passing abstinence-only education legislation that does not work. 
The majorit}' of people in my age demographic, a group that has experienced high school sex 
education only a few years ago, feels strongly against abstinence-only education. 

Members of my age group know that abstinence-only sex education does not affect 
our sexual decisions, but that comprehensive sex education does. At the end of the day, 
teens will always make their own choices about their bodies and their relationships, but in 
order to make the smartest ones (using condoms and other methods of birth control), they 
must be armed with knowledge. 

As a journalist, I can speak to the professional goal of objectivipy an ethical principle 
that all media personnel strive for. While journalists strive to be objective in their reporting 
and representation of society, legislators must strive for objectivity in making decisions that 
affect society directly. Keeping this in mind, any legislator must put aside his/her personal 
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beliefs, which may be based in faith, family values, or life experience, and instead make 
decisions based off of tested scientific research, and off of what will be most technically 
effective in solving problems. 

Look into the scientific research on this topic, and you will find that it supports the 
success of comprehensive sex education programs. Your duty to society is to be objective 
and fair in passing legislation — please do this by considering the facts, -and only the facts, 
and putting aside personal beliefs. 

The two proposed solutions to this problem, and the two opposing sides they have 
created, may have helped the issue become more confusing than it actually is. But teen 
ptegnaticy in the United States is the problem, not teen sex. Address the pmbkm, which is 
pregnancy, bv teaching teens the corresponding solution; methods of safe sex. Do not rely 
on abstinence-only programs to prevent all teens from ever having sex, but instead, stop 
teen pregnancy bv understanding tliat we must give teens aU of the resources and education 
they need to make their own choices about their bodies, not make all of those choices for 
them. 


Sincerely, 

Alyse Knotr 

Elon University Class of 2009 



424 


A MA ^ 

AMERICAN* 

MEDICAL 

ASSOCIATION 


Michael 0. Waves, MO, MBA, Executive Vice President, CEO 


April 30. 2008 


The Honorable Heniy A. Waxmati 
Chairman 

Committee on Oversight and Government Reform 
U.S. House of Representatives 
2157 Rayburn House Office Building 
Washington, DC 20515 

Dear Chairman Waxman: 

The American Medical Association (AMA) and its physician and medical student members 
appreciate the opportunity to provide for the hearing record the A,MA’s policy on 
abstinence-only education programs and comprehensive sexuality education. We request 
that this letter be included in the record for the hearing by the Committee on Oversight and 
Government Reform held on April 23, 2008, assessing the evidence on domestic abstinence- 
only programs. 

The AMA recognizes that the primary responsibility for family life education is in the home, 
but also supports the concept of a complementary family life and sexuality education 
program in the schools at all levels, at local option and direction. AMA policy does not 
support the sole use of abstinence-only education within school systems. The AMA urges 
schools to implement comprehensive, developmentally appropriate sexuality education 
programs that: 

• are based on rigorous, peer reviewed science; 

• show promise for delaying the onset of sexual activity and a reduction in sexual 
behavior that puts adolescents at risk for contracting human immunodeficiency virus 
(HIV) and other sexually transmitted diseases and at risk for pregnancy; 

• include an integrated strategy for making condoms available to students and for 
providing both factual information and skill-building related to reproductive biology, 
sexual abstinence, sexual responsibility, contraceptives that include condoms, 
alternatives in birth control, and other issues aimed at prevention of pregnancy and 
sexual transmission of diseases; 


American Metlicai Association 515 North State Street Chicago iiiinois 60610 
phone: 312 464 5000 fax; 312 464 4184 w'ww.ama'ass.n.org 
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The Honorable Henry A. Waxman 
April 30, 2008 
Page 2 


• utilize classroom teachers and other professionals who have shown an aptitude for 
working with young people and who have received special training that includes 
addressing the needs of gay, lesbian, and bisexual youth; 

• include ample involvement of parents, health professionals, and other concerned 
members of the communit)' in the development of the program; and 

« are part of an overall health education program. 

In addition, the AMA endorses comprehensive family life education in lieu of abstinence- 
only education, unless research shows abstinence-only education to be superior in 
preventing negative health outcomes, and supports federal funding of comprehensive sex 
education programs that stress the importance of abstinence in preventing unwanted teenage 
pregnancy and sexually transmitted infections, and also teaches about contraceptive choices 
and safer sex. The AMA does not support federal funding of community-based programs 
that do not show evidence-based benefits. The AMA’s support of comprehensive family life 
education extends to community-based programs promoting abstinence as the best method 
to prevent teenage pregnancy and sexually transmitted diseases while also discussing the 
roles of condoms and birth control. 

Responsible sexual behavior is one of the leading health indicators for the federal 
government’s Healthy People 2010 initiative, which includes several specific objectives 
related to adolescent health. As the largest professional physician membership organization 
in the United States, the AMA is in a unique position to encourage physician participation in 
the national health objectives through publications and online resources on adolescent 
health. The AMA encourages physicians to assist parents in providing human sexuality 
education to children and adolescents, and encourages physicians to support comprehensive 
health education programs in kindergarten through grade 12. 

Thank you for considering our views on this important issue affecting the health of our 
nation’s youth. 


Sincerely, 



Michael D. Maves, MD, MBA 
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,H-170.968 Sexuality Education, Abstinence, and Distribution of Condoms in Schools 
Our AMA: 

( 1 ) Recognizes that the primary responsibility for family life education is in the home, and 
additionally supports the concept of a complementary family life and sexuality education program 
in the schools at ail levels, at local option and direction; 

(2) Urges schools to implement comprehensive, developmentally appropriate sexuality education 
programs that: 

(a) are based on rigorous, peer reviewed science; 

(b) show promise for delaying the onset of sexual activity and a reduction in sexual 
behavior that puts adolescents at risk for contracting human immunodeficiency virus 
(HIV) and other sexually transmitted diseases and for becoming pregnant; 

(c) include an integrated strategy for making condoms available to students and for 
providing both factual information and skill-building related to reproductive biology, 
sexual abstinence, sexual responsibility, contraceptives including condoms, alternatives 
in birth control, and other issues aimed at prevention of pregnancy and sexual 
transmission of diseases; 

(d) utilize classroom teachers and other professionals who have shown an aptitude for 
working with young people and who have received special training that includes 
addressing the needs of gay, lesbian, and bisexual youth; 

(e) include ample involvement of parents, health professionals, and other concerned 
members of the community in the development of the program; and 

(f) are part of an overall health education program; 

(3) Continues to monitor future research findings related to emerging initiatives that include 
abstinence-only, school-based sexuality education, and school-based condom availability 
programs that address sexually transmitted diseases and pregnancy prevention for young people 
and report back to the House of Delegates as appropriate; 

(4) Will work with the United States Surgeon General to design programs that address 
communities of color and youth in high risk situations within the context of a comprehensive 
school health education program; 

(5) Opposes the sole use of abstinence-only education, as defined by the 1996 Temporary 
Assistance to Needy Families Act (P.L. 104-193), within school systems; 

(6) Endorses comprehensive ;family life education in lieu of abstinence-only education, unless 
research shows abstinence-only education to be superior in preventing negative health outcomes; 

(7) Supports federal funding of comprehensive sex education programs that stress the importance 
of abstinence in preventing unwanted teenage pregnancy and sexually transmitted infections, and 
also teach about contraceptive choices and safer sex, and opposes federal funding of community- 
based programs that do not show evidence-based benefits; and 
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(8) Extends its support of comprehensive family-life education to community-based programs 
promoting abstinence as the best method to prevent teenage pregnancy and sexually-transmitted 
diseases while also discussing the roles of condoms and birth control, as endorsed for school 
systems in this policy. 

{CSA Rep, 7 and Reaffirmation 1-99; Reaffirmed: Res. 403, A-Oi; Modified Res. 441. A-03; 
Appended: Res. 834, 1-04) 
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Written Testimony by Kevin Robert Frost, Chief Esecntive Officer 
amfAR, The Foundation for AIDS Research 
Submitted to tie United States House of Representatives 
Committee on Oversight and Government Reform 

“Domestic Abstinence-Only Programs: Assessing the Evidence” 

April 23, 2008 

Chairman Waxman, distinguished Members of the House Committee of Government Oversight 
and Refomi, and Committee Staff, first let me thank you for holding this hearing on such an 
important matter. On behalf of amfAR, The Foundation for AIDS Research, 1 am providing this 
testimony regarding the efficacy of abstinence-only programs because HIV/AIDS is 
dramatically rising among our nation’s youth. Tliere is an urgent need to stop this epidemic from 
devastating the lives of America’s young people and evidence-based education is essential. 

amfAR is one of the world's leading nonprofit organizations dedicated to the support of AIDS 
research, HIV prevention, treatment, education, and the advocacy of sound AIDS-related public 
policy. amfAR believes that HIV/AIDS and related public health policy should be based on 
scientific evidence. As an organization dedicated to advancing evidence-based policy, we are 
deeply concerned about the continued federal support of abstinence-only programs. Instead of 
providing young people with the critical, comprehensive health education necessary to make 
informed choices about sexual behavior and the prevention of sexually transmitted infections 
(STIs) including HIV/AIDS, these programs provide misinformation to advance the ideological 
position that individuals should not engage in sexual activity unless or imti! they are in a 
heterosexual marriage, it is a disservice to provide our nation’s youth with anything less than 
medically accurate, .scientifically-based information about health. Continued investment in 
abstinence only programs is poor public health policy and irresponsible fiscal policy on the part 
of the federal goveniment. 
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The United States government has been supporting abstinence-only programs to prevent teen 
pregnancy since 1981. Since that time, the aim of these programs has expanded to include 
prevention of HIV/AIDS and other sexually transmitted infections (STIs). In the U.S., federal 
funding for abstinence only programs increased from $97.5 million in 2000 to $241.5 million in 
2007. Congress has funneled more than $1 billion (through both federal and matching state 
funds) to abstinence-only-until-niarriage programs since 1996. The scientific evidence, 
however, neither supports the U.S, government’s current policy of making abstinence-only 
programs the cornerstone of its HIV prevention strategy among youth, nor does it support the 
unprecedented increases in funding these programs have received during the current 
Administration. 

Abstinence-only programs are provided in approximately one-third of U.S. schools, reaching 
about eight million students annually. These programs restrict information about condoms and 
contraception thereby decreasing young people’s abilities to protect themselves against HIV and 
other STI(s). When information on condoms or contraception is included, it is often incorrect 
and misleading. A report evaluating the content of abstinence-only curricula found that over 
80% of these programs contained erroneous scientific information about reproductive health and 
misrepresented the effectiveness of condoms in preventing STIs and pregnancy.' Furthermore, 
research has shown that these programs are ineffective in promoting abstinence, reducing sexual 
activity or the number of sexual partners among youth. Abstinence-only programs have also 
been shown to be ineffective at reducing unprotected sex or impacting the risk of HIV 
transmission among youth. A federally-supported 1 0-year evaluation of abstinence-only 
programs found that these programs had negative effects on knowledge: youth enrolled in 
abstinence-only programs were less likely to report that condoms were effective in preventing 
STIs and more likely to report that condoms were never effective at preventing HIV,’'' 

The lack of effectiveness of abstinence-only programs in preventing HIV transmission is 
particularly troubling given that, in the United States, youth are increasingly affected by the 

' United States House of Representatives. Committee on Government Reform, Minority Staff Special Investigations 
Divisions, The Content of Federally Funded Abstinence-Only Education Programs. December 2004. Available at: 
http:/7oversight.house.gov/docuraents/2004l201 102l53-50247.pdf. 

’ Mathematica Policy Research, Inc. Impacts of Title V, Section 510 Abstinence Education Programs, Final Report. 
April 2007. Available at: htt p://www.mathematic3-mpr.com/Dublications/PD Fs/i mpaclabstmence.D df 
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ongoing HIV/AIDS epidemic. Between 2002 and 2006, there was a 25% increase in the number 
of young people living with AIDS in the United States, and HIV./.AIDS is now a leading cause of 
death among young adults domestically/ Certain sub-groups of young people are at particularly 
elevated risk for HIV in the United States. Young people of color, particularly African 
Americans, accounted for 61% of all new HIV infections among 13 to 24 year-olds in 2005. 
Young men who have sex with men (MSM), especially those of color, are also at increased risk 
of infection. Since 1 994, the number of new HIV cases has risen sharply among young MSM."' 
African American MSM, aged 13 to 24 years, have experienced an 80% increase in HIV rates 
between 2001 and 2005, ' Young women of color are also at elevated risk. In 2004, the AIDS 
case rates for African American women (48.2 per 100,000) was 23 times higher than the rate for 
Caucasian women (2.1 per 100,000), and the case rate for Latina women (11.1 per 100,000) was 
5 times the rate for Caucasian women.*’ 


The increase in HIV rates among certain vulnerable youth - particularly young women and 
young gay men and men who have sex with men (MSM) - is also troubling because the content 
of abstinence-only programs does not address the needs of these populations. Federally funded 
abstinence-only programs are required to teach that the only appropriate and healthy sexual 
behavior occurs within marriage, which is defined only as a union between one man and one 
woman.’ Inherently, this message excludes tho.se who are prohibited from legal marriage in the 
United States and portrays the sexual feelings of lesbians, young gay men and MSM as outside 
the standards and nomis of behavior supported by society. This does nothing to provide these 
youth with the skills and knowledge they need to reduce their health risks, but rather perpetuates 
a stigma that may have harmful effects on their lives and choices. 


■’ Centers for Disease Control and Prevention (CDC). HIV/AIDS Surveillance Report, 2006. Volume 1 8. Atlanta: 
U.S. Department of Health and Human Services. CDC, March 2008. Available at: 

hltp://w ww.cdc.go v/hiv/topics/5U rveillance/resoufces/reDOits/2006reDort,'pdf/2006SurveillanceRepoi t.pdf: CDC, 
Ranking of 10 Leading Underlying Causes of Death among Persons 25-44 Years of Age in State X, 1999, Retrieved 
on September 2 1 , 2007. Available at: http: //vwvw.cdc.gov/hiv/tODics/surveiilanc e/resour ces/guide liiies/epi- 
guideiine/tab les.htm. 

Maffe HW, Valdiserri RO. De Cock KM. The Reemerging HIV/AIDS Epidemic in Men Who Have Sex with Men. 
JAMA 2007; 298(20): 2412-2414. 

“ CDC. HIV/AIDS Update: New Surveillance Slide Set on Men Who Have Sex with Men (MSM). March 2008. 
Available at: http:.//www.cdc,gov/h iv/toDics/surveiilanee/resouit!es/slides/msni/ind ex-.hlm. 

^ CDC. HIV/AIDS Surveillance Report. Volume 16. 2004. Available at: 

ti ttp://www.cdc. gov,'hi v;'topics/5urveillance/resources/reDorts/2004report/Ddfi'200 4Surveillance ReDoi1.pdf 
' Sexuality Information and Education Council of the U.S. (SIECUS), Reality Behind Abstinence Only Programs. 
Available at: http:// wwvv.noni oremon ev.org . Retrieved on .April S, 2008. 
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Abstinence-only programs may also have harmful effects on the health of young women. These 
programs often tack accurate and complete sexual health information about condom use. 
contraception, and disease transmission. While these medical inaccuracies are detrimental to all 
youth, they can be particularly harmful for young women who are more susceptible to HIV^ (and 
other STI) transmission because of multiple biological, social and economic factors. Abstinence- 
only programs not only fail to take into account the special risk factors of young women, but 
they also perpetuate gender stereotypes that may make young women feel guilty and ashamed of 
their sexuality. Research has demonstrated that the stigma surrounding female sexuality can 
prevent women from protecting themselves during sexual activity and even from seeking 
medical treatment for sexually transmitted infections.* As w'ith gay youth and MSM, the impact 
of abstinence-only programs on young women serves to do more harm than good. 

Research has showit that abstinence-only programs are ineffective at providing young people 
with the tools and information needed to reduce their risk of HIV and other STls, The scientific 
evidence to date suggests that investing in comprehensive sexuality education that includes 
support for abstinence but that also provides risk reduction information would be a more 
effective HIV prevention strategy for young people. 

American youth are growing up during a time when AIDS in America is considered a treatable 
disease. Unlike young people in the early days of the U.S. epidemic, they have not experienced 
the deaths of hundreds of their peers from AIDS. Because the sense of urgency surrounding 
HIV/AIDS has turned into generalized public and political complacency, young people may be 
more likely to have misconceptions about HIV/AIDS. including the modes of transmission and 
the ways of preventing HIV infection.** In order to correct these misconceptions, our public 
health policies must be based on .scientific evidence rather than ideology. To do otherwise 
ignores the rights and realities of young people and denies them the knowledge needed to 
safeguard their health. 


* Kay J, Jackson A. Sex, Lies and Stereotypes; Hosv Abstinence Only Programs Harm Woman and Girls. Legal 
Momentum 2008. Available at: http://www.legalmomentum.org . 

“ Hancock T, Mikhail Bl, Santos .A. Nguyen A, Nguyen H, Bright D, A Comparison ol' HI V/AIDS Knowledge 
among High School Freshmen and Senior Students. Journal of Community Health Nursing 1999; 16(3): 151-163. 
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amfAR urges you to consider this testimony as you deliberate on the future of federal funding for 
abstinence-oniy programs in the United States. Should you have any questions, please feel free 
to contact me or Elisha Dunn-Georgiou, Legislative Analyst, at amfAR (1150 1 7* St., NW, 
Washington, D.C. 20036; (202) 331-8600; eiisha.dunn-georgiou@.amfa r.org) . 


Founded in 1985, amfAR is dedicated to ending the global AIDS epidemic through innovative 
research, programs, and policies worldwide. amfAR-funded pioneering research has increased 
our understanding of HIV and has helped lay the groundwork for major advances in the study, 
treatment, and prevention of HIV/AIDS globally. Since 1985, amfAR has invested nearly $275 
million in its mission and has awarded grants to more than 2,000 research teams worldwide. 

amfAR, The Foundation for AIDS Research 
!20 Wan Street, O"' Floor 
New York, New York 10005 
212-806-1600 
www.amfar.org 
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On behaif of the 148,000 members and affiliates of the American Psychological 
Association (APA), we thank you for holding this important hearing to assess the 
evidence regarding domestic abstinence-only programs. 

APA is the largest scientific and professional organization representing psychology in the 
United States and is the world’s largest association of psychologists. Comprising 
researchers, educators, clinicians, consultants, and graduate students, APA works to 
advance psychology as a science, a profession, and as a means of promoting health, 
education and human welfare. Psychologists play a vital role in assessing the 
effectiv'eness of and making recommendations regarding programs, such as those that 
impact sex education. As such, we appreciate the opportunity to share our comments 
regarding these critically important programs with members of the Committee. 

“Sexual education" refers to instructional curricula that teach .students about human 
sexuality. Specific practices broadly fall into two categories: abstinence-only/ abstinence 
until marriage and comprehensive. In the 2008 fiscal year, the Administration for 
Children and F'amilies at the Department of Health and Human Serv'ices (HHS) will make 
available to states and other grantees $163 million in federal aid for the implementation 
of abstinence-only sexual education programs. 

Programs receiving these funds must follow what is known as the “A-H” definition of 
abstinence education, set forth by section 510 of the Social Security Act, These criteria 
include that abstinence-only curricula have as their “exclusive purpose, teaching the 
social, psychological, and health gains to be realized by abstaining from sexual activity” 
and that teach, “abstinence from sexual activity outside marriage as the expected standard 
for all school-age children.” Other criteria under the “A-H” definition are couched less in 
terms of concrete gains or behavioral expectations, including that programs teach “that 
sexual activity outside of the context of marriage is likely to have harmful psychological 
and physical effects.” 


Comprehensive sexual education programs share many core features with abstinence- 
only approaches, including elements of the “A-H” definition. Indeed, comprehensive 
approaches present abstinence from sexual activity as carrying health benefits and as the 
best and only assured way of eliminating the risk of pregnancy or of contracting 
H1V/.4IDS or other sexuaily transmitted infections (STls). Both approaches frequently 
include lessons on ways to reject sexual advances and on how^ the presence of alcohol and 
drugs is associated with increased sexual activity. However, comprehensive sex 
education curricula also include lessons on contraception and condom use as means of 
reducing the risk of unintended pregnancy and disease contraction associated with sexual 
activity. 


A recent outcome analysis by Mathematica. Inc. of several Federally supported 
abstinence-only programs found that while the students enrolled in the programs had 
greater knowledge of the risks associated with teen sexual activity than the control group, 
there were no between-group differences in age of first intercourse or frequency of sexual 
activity or number of .sexual partners. 
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Scientific literature also stands at odds with specific criteria for federal funding of 
abstinence-only education. Criterion (E) in the “A-H” definition states that eligible 
programs must teach “that sexual activity outside of the context of marriage is likely to 
have harmful psychological and physical effects.” In fact, little research evidence exists 
showing that consensual sex between adolescents leads to negative mental health 
outcomes. Equally little data exist to evidence the positive impact of marriage upon 
sexual function or individual resilience. 

Research Literature 


In 2005, the APA Council of Representatives approved a Resolution in Favor of 
Empirically Supported Sex Education and HIV Prevention Programs for Adolescents. 
The resolution outlines an extensive body of research available about sexual education 
and related programs and provides recommendations for future policy and research 
activities. The findings of the resolution are summarized in this statement. 

Research demonstrates that young people report concerns about HIV/AIDS, but many do 
not perceive themselves to be personally at risk and lack accurate information about 
circumstances that put them at risk for HIV infection. This is particularly alarming given 
that the proportion of newly identified HIV cases among persons under the age of 25 has 
increased since 1994 and that statistical models suggest that half or more of all HIV 
infections occur before age 25. In fact, most of those diagnosed with AIDS at ages 21 to 
24 were most likely infected during adolescence as a result of the latency between 
acquiring HIV and an AIDS diagnosis. 

Abstinence-only and Abstinence until Mairiage Programs 

Little evidence exists regarding the efficacy of abstinence-only and abstinence until 
marriage programs, with only a few published scientific studies that are quite limited as a 
result of a lack of randomization and homogeneity, making behavioral change difficult to 
measure and the results not generalizabie. 

Many published studies associated with abstinence-only education programs have failed 
to find a reduction in sexual behavior. In fact, virginity pledges, abstinence-only 
programs, and abstinence until marriage programs have been shown to have the 
unintended consequence of increasing the probability that adolescents will have 
unprotected intercourse at the time of first intercourse. Additionally, research shows that 
virginity pledgers who contracted STIs have been less likely to know they had an STI. 

Furthermore, using these programs as a way to prevent HIV transmission was found not 
to be effective in long-term, randomized controlled studies, especially for sexually 
experienced adolescents. Moreover, abstinence until marriage programs have not showm 
to make a substantial effort to address the unique needs of lesbian, gay, bisexual and 
transgendered (LGBT) adolescents and thereby discriminate against LGBT adolescents 
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who are disproportionately affected by HIV and who are precluded by law from 
marrying. 

Comprehensive Sexuality' Education Programs 

Most comprehensive sexuality education programs include the message that abstinence or 
mutual monogamy with a partner known not to be HIV-infected are the safest ways to 
prevent sexual transmission of HIV and thus support the goals of abstinence and delaying 
initiation of sexual behavior. 

HIV prevention programs for youth that focus on delaying initiation of sexual behavior 
are valuable and justified on the basis of developmental theory. Comprehensive sexuality 
education programs that provide information, encourage abstinence, promote condom use 
for those who are sexually active, encourage fewer sexual partners, educate about the 
importance of early identification and treatment of STIs, and teach sexual communication 
skills have proven effective with sexually experienced adolescents. In fact, research 
demonstrates that comprehensive sexuality education programs that discuss the 
appropriate use of condoms do not accelerate sexual debut and do decrease pregnancy 
rates. 

Empirical research shows that these programs decrea.se the likelihood of unprotected 
sexual intercourse at the time of first intercourse and reduce sexual risk behaviors that 
contribute to HIV. In addition, targeted comprehensive sexuality education programs for 
adolescents have been shown to decrease high risk sexual behaviors among gay, lesbian 
and bisexual youth. 

Furthermore, targeted comprehensive sexuality education programs for substance 
dependent adolescents have not only decreased high risk sexual behaviors, but also 
increased the number of adolescents who abstained from sex. Comprehensive sexuality 
education programs for high risk adolescents in family and community-based institutional 
settings provide access to hard-to-reach adolescents and have been demonstrated to be 
effective, particularly in increasing condom use and condom acquisition. In addition, 
comprehensive sexuality education programs are effective in reducing risky behaviors 
and FIIV transmission and increasing condom use among those having sex for the first 
time. They have also proven effective in preventing high risk sexual behaviors for 
adolescents living with HIV. 

A considerable body of evidence shows that programs focusing on both abstinence and 
condom use for those who choose to have sex have resulted in reductions in HlV-risk 
behavior and delays in the onset of intercourse. 

Federal guidelines recommend that programs to prevent HlV/STls among youth be based 
on empirical evidence derived from methodologically sound studies characterized by; 

a) adequate sampling strategies to ensure minimum selection bias and maximum 
generalizability; 


4 



437 


b) valid and reliable measurement techniques; 

c) the use of appropriate comparison groups; and 

d) pre and post-intervention assessment that includes long-temi follow-up to ensure 
maintenance of Intervention effects. 

The APA strongly supports the foregoing Federal guidelines and further recommends 
that: 

1) Programs to prevent HIV/STIs among youth include clear definitions of the behaviors 
targeted for change, address a range of sexual behaviors, be available to all adolescents 
(including youth of color, youth with mental health problems, gay and lesbian 
adolescents, adolescents exploring same-sex relationships, drug users, adolescent 
offenders, school dropouts, runaways, homeless, culturally diverse and migrant 
adolescents), and focus on maximizing a range of positive and lasting health outcomes; 

2) Widespread implementation of particular programs occur only in those instances when 
the efficacy and effectiveness of the programs have been well-established through sound 
scientific methods; 

3) New programs, including abstinence-only and abstinence until marriage programs, be 
tested in comparison to programs with proven effectiveness; 

4) Public funding for the implementation of comprehensive sexuality education programs 
be given priority over public funding for the implementation of abstinence-only and 
abstinence until marriage programs until such programs are proven to be effective; 

5) Congress and HHS promote and encourage programs that serve the needs of those 
whose sexual experiences, by law, occur exclusively outside of the context of traditional 
marriage, including men who have sex with men and gay, lesbian, bisexual and 
transgendered youth; and, 

6) Congress and HHS advocate for more rigorous evaluation of abstinence-only 
programs. 

In closing, the American Psychological Association would like to thank you for the 
opportunity to share our comments on the evidence of domestic abstinence-only 
programs. We appreciate the Committee’s ongoing commitment to the positive 
development of children and adolescents and look forward to serving as a resource and 
partner as you work on this and other important issues affecting children and youth. 
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APIA 

AID S Project Los Angeles 

25 YEARS 

April 21, 2008 

The Honorable Henry Waxrnan 
Chairman 

Committee on Oversight and Government Reform 
U.S. House of Representatives 
2157 Rayburn House Office Building 
Washington, D.C. 20515 

RE: Abstiiience-Only-Until-Marriage Education and HIV infection 
Dear Chairman Waxrnan: 


Tine David Geifen G^ler 
61 1 South K^ley Oive 
Los .Angela. Csaforrta 90C05 
T^^^ione: 213.20'!. 1600 
Fax; 213.201.15^ 
vAvw.sato.org 


AIDS Project I.,os Angeles commends both you and the Committee on Oversight and 
Government Reform for conducting a hearing on domestic abstinence-only-until- 
marriage sex education programs. 

APIA has been vocal and public in its opposition to funding for abstinence-only 
programs. The U.S. has now spent over S 1 .5 billion on abstinence-only-until- 
marriage programs, while HIV prevention funding overall has been reduced and now 
approximates what we as a nation were spending on HIV prevention efforts in tiie 
mid-1990’s, 

AO available study - including reports from Congress, the General Accountability 
O ffice, and the Institute of Medicine - indicates that that abstinence-only-iintil- 
marriage education programs are ineffective at best. They fail to achieve their basic 
goals of increasing rates of sexual abstinence, delaying sexual debut, changing sexual 
risk behaviors, or decreasing rates of pregnancy, HIV, and other sexually transmitted 
diseases. At the same time they have been shown to be circulating inaccurate medical 
information, and withhold critical information about safer sex practices from young 
people who must be taught how to protect themselves. 

The Centers for Diseiise Control and Prevention (CDC) is expected to announce new 
increases in the estimated annual number of HIV infections in the U.S. Recently, the 
CDC also reported increases in HIV infections among men who have sex witli men 
(MSM), including dramatic increases among young gay men in minority 
communities. 


Abstineiice-only-until-marriage programs teach that heterosexual marriage is the only 
a^ntext in which sexual behavior is acceptable. These pro^ams are consequently 
inappropriate for and ineffective In preventing HFV among men who have sex with 
men (MSM) who canncit marry and who now account for 53% of all new HIV/ AIDS 
cases. 
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U. S. prevention funding must support evidence-bas^ HIV prevention and sexual education that reflects the 
needs and realities of the MSM population. U. S, prevention pro^ams must also be expanded to include more 
culturally-appropriate HIV/AIDS prevention pro^ams to better serve minority co.mmunlties and gay men of 
color. 

APLA supports abstinence education only as one element of comprehensive sexual education which includes 
culturally appropriate education about abstinence, vaiu^, communication and decision-making sldlls, and 
HIV/STD and pregnancy prevention, including condom use. 

We hope that the testimony and facts presented at this hearing will provide a compelling case for why 
abstinence-only-until-maniage programs should no longer be funded. 

AIDS Project Los Angeles is one of the nation's largest AIDS service organizations. Founded in 1982, we 
provide direct services each year to more than 9,500 mm, women and children living with HIV and AIDS in 
Los Angeles County. Our services include prevmtion education, a food bank, a dental clinic, housing 
assistance, mental health counseling, women’s services and case management. 

Sincerely, 

Craig E. Thompson 
Executive Director 
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statement of the Adolescent Pregnancy Prevention Coalition of North Carolina (APPCNCj 
on the Public Health and Ethical Concerns with Abstinence-Only-Until-Marriage 
Programs and the Need for Comprehensive Sexuality Education 


Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 


The Adolescent Pregnancy Prevention Coalition of North Carolina (APPCNC) is a statewide 
organization dedicated to the prevention of adolescent pregnancy through advocacy, 
collaboration, and education. We serve the resource and education needs of educators, health 
care professionals, religious leaders, child and health advocates, and policy organizations in all 
100 North Carolina counties. 

In the year 2006, a total of 19,597 girls ages 10-19 became pregnant in North Carolina; nearly 
29% of these pregnancies were repeat pregnancies.’ Additionally: 

• Each day in North Carolina, 53 girls ages 19 and younger become pregnant^ 

• The number of 10-14-year-old girls who became pregnant in 2006 could fill eight school 
buses ’ 

• Sixty-nine percent of North Carolina high school seniors report having sexual intercourse at 
least once '* 

As an organization concerned about the health and education of our state's and our nation's 
young people, APPCNC wishes to share with the Committee our public health and ethical 
concerns regarding abstinence-only-until-marriage programs and urge you to provide the 
necessary oversight to bring an end to federal funding for these ineffective programs. There is 
a true need for evidence-based, comprehensive sexuality education that meets the needs of all 
youth, and fully informs them about abstinence and contraception, among a variety of other' 
topics. We are committed to using sound scientific evidence in promoting the health and 
welfare of North Carolina's youth and we wish to express our profound concern with the 
continuation of any funding for abstinence-only-until-marriage programs. 

Scientific evidence does not support abstinence-only-until-marriage programs. These programs 
have been funded by the federal government for over 25 years even though no study in a 
professional peer-reviewed journal has found them to be broadly effective. Most recently, a 
federally funded study of abstinence-only-until-marriage programs was conducted by 
Mathematica Policy Research inc. on behalf of the U.S. Department of Health and Human 
Services. Released in April 2007, the study found no evidence that abstinence-only-until- 


^ NC Department of Health and Human Services, Division of Public Heatth, State Center for Health Statistics 
^ Adolescent Pregnancy Prevention Coalition of North Carolina 
^ Adolescent Pregnancy Prevention Coalition of North Carolina 
2007 North Carolina Youth Risk Behavior Survey 

Adolescent Pregnancy Prevention Coalition of North Carolina 
3708 Mayfair Street, Suite 310 ** Durham. NC 27707 
919-226-1880 ** 919-226-1884 (fax) 
www.appcnc.org 
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marriage programs have achieved their goal to increase rates of sexual abstinence--the entire 
supposed purpose of the programs. This report followed the findings from 13 states that have 
evaluated their own Title V abstinence-only-until-marriage programs with results ranging from 
finding the programs ineffective to finding them to be harmful. 

A report released by the non-partisan Government Accountability Office (GAO) in November 
2006 added additional evidence to the already significant body of knowledge that abstinence- 
only-until-marriage programs are providing very little oversight and have few mechanisms in 
place to measure the effectiveness of the programs. 

Furthermore, in early November 2007, the National Campaign to Prevent Teen and Unplanned 
Pregnancy released Emerging Answers 2007, a report authored by Dr. Douglas Kirby, a leading 
sexual health researcher, which discussed what programs work in preventing teen pregnancy 
and sexually transmitted diseases, including HIV. The report found strong evidence that 
abstinence-only-until-marriage programs do not have any impact on teen sexual behavior. 

These programs are not supported by any of the leading national or international public health 
and medical organizations. Every major medical and public health organization supports a 
comprehensive approach to sexuality education. These include the American Academy of 
Pediatrics, the American Medical Association, the American Nurses Association, the American 
Public Health Association, the Institute of Medicine, the National Institutes of Health, and the 
Society for Adolescent Medicine, among others. Several, including the American Public Health 
Association, the Institute of Medicine, and the Society for Adolescent Medicine, have gone so 
far as to call for the repeal of current abstinence-only-until-marriage programs and funding. 

In addition, on November 21 , 2007, ten public-health researchers sent a letter to House 
Speaker Nancy Pelosi and Senate Majority Leader Harry Reid urging Congress to reduce or 
eliminate federal support for abstinence-only-until-marriage programs, in part because the 
programs have "multiple scientific and ethical errors." We strongly support the researchers' 
conclusion that abstinence-only-until-marriage programs withhold "potentially life-saving 
information" about birth control and ignore the health needs of lesbian, gay, bisexual, and 
transgender (LGBT) youth. The letter focused on the large body of evidence showing that 
abstinence-only-until-marriage programs are ineffective in getting young people to delay sexual 
initiation, noting that, "Recent reports in professional publications by the authors of this letter 
have highlighted multiple deficiencies in federal abstinence-only programs." 

Our youth deserve real solutions that will help delay the onset of sexual activity and prevent 
unintended pregnancies and sexually transmitted diseases, including HIV/AIDS. Abstinence- 
only-until-marriage programs are not the answer. We ask Congress to end abstinence-only- 
until-marriage programs and to act in the best interest of young people by supporting public 
health and education policies that are comprehensive, rooted in the best science, and reflect 
mainstream values. 


Adolescent Pregnancy Prevention Coalition of North Carolina 
3708 Mayfair Street Suite 310 ** Durham. NC 27707 
919-226-1880 ** 919-226-1884 (fax) 


www.appcnc.oig 
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Planned Parenthood® 

of Arkansas and Eastern Oklaboma, Inc. 

statement on the Need for Comprehensive Sexuality Education 
Submitted for the Record to the Committee on Oversight and Government Reform 

April 23, 2008 

Arkansas is a poor state. One must question whether the state school districts think 
abstinence-until-marriage programs are really the ideal type of education for young 
people or merely the only program for which there is desperately needed funding. 
Currently the state receives over $2.5 million for abstinence education. Obviously, 
the playing field is not level when school districts make choices about educating 
youth about sex. Although three credible national studies have shown the 
abstinence-until-marriage programs are ineffective, how will school districts replace 
federal funds to hire or to train educators for anything but abstinence-until-marriage? 

The Arkansas legislature appropriated $375,000 in general revenue for 
comprehensive sexuality education for 2007 and for 2008, which uses the CDC's 
Programs That Work curricula. These are evaluated curricula shown to be effective in 
getting young people to delay sexual initiation and to use protection if and when they 
become sexually active. Evaluated, effective, recommended by the CDC, the 
National Campaign to Prevent Teen Pregnancy, yet hardly available in Arkansas. 

For the last four years a Planned Parenthood health educator has used the Programs 
That Work curricula in 4 high schools in Little Rock. What is most important about 
comprehensive sexuality education? She replies that it reaches all the kids-those 
who are abstinent, those who are already sexually active, gay, lesbian and 
heterosexual youth— without shame or guilt. Abstinence-until-marriage is one-size- 
fits-all, never acknowledging the diversity one finds in a classroom. She questions 
her kids, asking if they think talking about contraception and safer sex along side 
abstinence is a double message. Invariably, the answer is no. 

Parents, educators, legislators want young people to be safe, it is easy to default to 
abstinence-until-marriage because it seems safe and it is a familiar message. In 
reality, it puts kids in harm’s way, denying them the information they need to make 
good choices and to act responsibly. Comprehensive sexuality education is not 
sexual intercourse education, a fact often distorted by the media and people without 
any real knowledge of what is taught. Making informed choices about whether or not 
to engage in sexual activity, how to deal with coercion, how to deal with a media 
chock-a-block with sexual images, howto define love and intimacy— all are aspects of 
real sexuality education. 

To draw an Arkansas analogy, hunting for game is so popular in the state that some 
school districts will make the first day of hunting season a holiday. However, before a 
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young person can go into the woods alone with a gun, he has to have hunting 
education. This education is not left to parents. Safety is important enough that kids 
are taught how to use a gun, what to wear, what is legal to shoot. With this education 
16 year olds are considered capable of going into the woods alone with a lethal 
weapon. Yet information about contraception and safer sex is considered too 
dangerous. Need I say more? 

Respectfully submitted, 

Glenda J. Parks 

Vice President for Community Affairs, Arkansas 
5921 E. 12» Street, Suite B 
Little Rock, AR 72019 
501.801.0001, ext. 25 
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POBm tS>27 

Research Triangle Park, NC 27709 


Statement of the American Social Health Association 
on the 

Public Health and Ethical Concerns with Abstinence-Only-Until-Marriage 
Programs 

Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 


Since 1914 the American Social Health Association (ASHA) has been dedicated to 
improving the health of individuals, families, and communities, with a focus on sexually 
transmitted infections. We have consistently incorporated abstinence, as the surest way to 
prevent infection, into our STf prevention messages. We strongly support both 
encouraging teens to delay sexual activity and informing them about how’ to protect 
themselves against STIs and unintended pregnancy when they become sexually active. 

The United States has the highest STI rates in the industrialized world, with nearly 19 
million new STI cases each year. In one year, our nation spends over S8.4 billion to treat 
the symptoms and consequences of STIs. The health consequences include: chronic pain, 
infertility, cervical cancer and increased vulnerability to HIV. Persons with a pre-existing 
STD have a 3 to 5 fold increased risk of acquiring HIV. By age 24, at least one in three 
sexually active people will have contracted an STI. Young people beai‘ a 
disproportionate burden of nearly half of a!! new STIs. 

Scientific evidence confirms that abstinence-oniy programs are not effective in delaying 
sexual initiation, preventing unwanted pregnancy, or reducing sexually transmitted 
infections. Federal and state governments have invested more than S1.3 billion in these 
programs since 1 997 and evidence shows that they are inetYective. Programs that fail to 
provide comprehensive messages leave youth vulnerable to unintended pregnancy, and 
STIs including HIV/AIDS. Sadly, abstinence-only programs put health educators in the 
untenable and unethical position of withholding vital information. 

These programs do not retlect tlie reality of life in the United States, where sex before 
marriage is the norm. According to the National Center for Health Statistics more than 
90 percent of Americans have sex before marriage. Likewise, sexual activity among 
teenagers is commonplace - the Centera for Disease Control and Prevention’s 2005 
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Youth Risk Behavior Sun-'eillance data indicate that 63 percent of high school seniors 
report having engaged in sex by the spring semester of their senior year. 

ASHA believes strongly that parents, health care providers, educators, and other 
responsible adults have critical roles to play in educating young people about responsible 
sexual behavior, including use of condoms and other contraception. We urge Congress to 
eliminate abstinence-only-until-marriage programs and to support programs that provide 
young people with comprehensive, medically accurate information that includes 
information on condoms and other forms of contraception. 


Respectfully submitted, 

Deborah Arrindeil 
Vice president, Health Policy 
American Social Health Association 
301 / 946 . 9 ! 18 
debarrindell@aoi.com 
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Statement of the the Caucus for Evidence-Based Prevention on the 
Public Health and Ethical Concerns with Abstinence-Only-Until-Marriage Programs 
and the Need for Comprehensive SeMuailty Education 

Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 


The Caucus for Evidence-Based Prevention would like to thank the members of the House 
Oversight and Government Reform Committee for allowing us to submit a statement for the 
first-ever oversight hearing on domestic abstinence-oniy-until marriage programs. The Cau- 
cus for Evidence-Based Prevention applauds the committee for taking this necessary step to 
address our public health and ethical concerns as well as question and analyze the funding of 
programs that have no basis in sound science. The Caucus membership includes a wide spec- 
trum of US-based NGOs and their international partners dedicated to the promotion of evi- 
dence-based policies. Our goal is to monitor and analyze evidence about HiV programs and 
alert the community when ideology, opinion, or prejudice interferes with evidence-based ap- 
proaches to reducing the further spread of HIV. 

This is why we find the continued promotion of abstinence-oniy-untii-marriage programming 
so troubling. Since 2CX)0, study after study has led to a large body of scientific evidence indi- 
cating that abstinence-only-until-marriage programs do not work. For example, in a study 
published in 2004, scientists revealed that a nationally representative sample of teenagers 
who pledged to remain virgins until they were married had the same rate of STDS as those 
who did not take the pledge. They also were more likely to practice risky behavior, ^ More 
recently, a study conducted by Mathematica Policy Research, Inc, on behalf of the Depart- 
ment of Health and Human Services found that abstinence-only-untll-marriage programs are 
Ineffective at changing young people's sexual behavior.^ Yet further evidence from another 
study published in this month's Journal of Adolescent Health revealed that abstinence-only- 
until-marriage programs did not significantly reduce the number of teen pregnancies among 
adolescents nor did it reduce the likelihood of engaging in vaginal intercourse.^ Conversely, a 
recent review of curriculum-based sex and HIV education programs found that comprehen- 
sive programs can delay or decrease sexual behavior and improve the use of condoms and 
contraception.'* 

Despite this overwhelming evidence, federal and state funding for abstinence-only-until- 
marriage programs continues to grow. Why does the government continue to waste taxpayer 
dollars on ineffective, unscientific programming when there is clear evidence about what is 
effective? Congress has a momentous opportunity to answer this question at this hearing by 
shedding light on the public health failure of a program that has squandered more than $1.5 
billion in federal tax payer dollars. Continuing to fund abstinence-only-until marriage pro- 
grams in lieu of more comprehensive programming is a risky proposition to say the least; as 
the evidence indicates, the consequences of a lack of knowledge about sexuality can be disas- 
trous for a young people, putting them at higher risk for unintended pregnancy, sexually 
transmitted infections and HIV/AIDS. 


http://www.hiv-prevention.org 
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Therefore, we strongiy recommend that the Government Oversight and Reform Committee heed the wisdom of world- 
renowned scientific experts and consistent findings from rigorously-conducted research to support programs and poli- 
cies that will actually help young people and conclude that abstinence-only-until-marriage funding must end. 

As you begin your deliberations, we urge Congress to place evidence over ideology. Anything less would not be sup- 
ported by medical science and sound public health practice. Anything less would put children at risk for pregnancy, 
sexually transmitted disease, and HIV/AIDS, We ask Congress to end federal funding for abstinence-only-until- 
marriage programs and to invest these funds in evidence-based programs that can make a difference in young people's 
lives. We also urge the Congress to avoid exporting these ineffective programs to other countries. 


Sincerely, 



Mitchell Warren 

AIDS Vaccine Advocacy Coalition 

Co-Chair Caucus for Evidence-Based Prevention 







Katie Porter, Legislative Policy Analyst 

Population Action International 

Co-Chair Caucus for Evidence-Based Prevention 


*The views expressed in this Caucus for Evidence-Based Prevention statement do not necessarily reflect the views of 
ait of our membership. 
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Written Testimony of Center for Reproductive Rights and Human Mights Watch to 
the Committee on Oversight and Government Reform on the Human Rights 
Concerns of Abstinence-Only-Until-Marriage Programs 

As organizations committed to human rights in the United States and worldwide, the 
Center for Reproductive Rights and Human Rights Watch urge the Committee to end 
federal funding for abstinence-only-until-marriage programs and to provide funding for 
comprehensive sexuality education programs. The Center for Reproductive Rights is a 
New York-based organization that uses the law to advance reproductive freedom as a 
fundamental human right. Human Rights Watch is an international human rights 
research and advocacy organization committed to researching and advocating on behalf 
of populations that are being denied their right to health. 

Since 1996, the federal government has spent over $1 .5 billion to fund abstinence-only 
programs. Federal guidelines prohibit abstinence-only programs from teaching about 
contraceptive use, therefore only permitting the discussion of contraceptive methods in 
the context of failure rates. ' Many of these programs exaggerate contraceptive failure 
rates and provide false or misleading information about the effectiveness of contraception 
in preventing STI infection, including HIV.^ Research shows abstinence-only programs 
do not deter premarital sex or diminish the rate of STI infection,^ and some programs 


' 42 U.S.C. § 7 10(b)(2) (2007) (requiring that any program receiving federal funding promote abstinence . 
outside of maiTiage as its “exclusive purpose”); Heather D. Boonstra, The Case for a Ne»' Approach to Sex 
Education Mounts: Will Policymakers Heed the Message?, 10 GurrMACHER Pol.’Y Rev, 2 (Spring 2007), 
available at http://www.guttmaeher.Org/pubs/gpr/10/2/gprl00202.html (last viewed Nov. 2, 2007) 
(showing how the “exclusive purpose” definition of abstinence education bars programs from “prov iding 
any information that could be construed as promoting or advocating contraceptive use.”), 

’ H.R. Rep., Committee on Government Reform, The Content of Federally Funded Abstinence-Only 
Education Programs 8 (Dec. 2004) [hereinafter “Waxman Report”], available at 
http;//www.democrats.reform.house.gov/Documents/2004120n02153-S0247.pdf (last viewed Dec. 14, 
2007). 

■’ Mathematica Policy Research, inc.. Impacts of Four Title V, Section SIO Abstinence Education 
Programs: Final Report 59 (April 2007), available at http://www.mathematica- 
nipr.com./publications/pdfs/impactabstinence.pdf (last viewed Oct 19, 2007) (finding that the surveyed 
abstinence programs had “no overall impact on teen sexual activity [and] no differences in rates of 
unprotected sex” among those who completed the programs); Am. Psychological Ass’n, Resolution in 
Favor of Empirically Supported Sex Education and HIV Prevention Programs for Adolescents (Feb. 1 8-20, 
2005); Society for Adolescent Medicine, Abstinence-only education policies and programs: A position 
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deter condom use among sexualiy active teens.'* By failing to teach adolescents about the 
risks of unprotected sex, including STI infection, adolescents who become infected lack 
information about testing and treatment.^ Research also indicates that adolescents who 
complete abstinence-only programs are 50 percent more likely to have an unintended 
pregnancy than those who receive comprehensive sexuality education.*’ 

Despite the proven ineffectiveness of abstinence-only-until-marriage programs, 
government funding for them has increased dramatically in recent years, with the Bush 
Administration proposing $204 million in funding for fiscal year 2009. ’’ In contrast, there 
is no designated funding specifically for comprehensive sexuality education, which has 
proven to be effective in promoting positive behaviors, including delaying initiation of 
sex and increasing condom and contraceptive use.* 

Accurate and objective sexual education is critical to advancing public health and 
promoting human rights. This fact is widely accepted within the international community 
and is supported by the provisions of fundamental human rights instruments. Indeed, the 
current federal policy of funding abstinence-only programs while failing to fund 
comprehensive sexuality education raises serious human rights concerns. Federal 
abstinence-only programs threaten a number of basic human rights, including the rights 
to health, infonnation, and nondiscrimination. These rights are recognized by the 
international community and are inscribed in major international human rights treatie.s to 
which the U.S, is a party. 

In addition, the United States has ratified two major human rights treaties that implicate 
abstinence-only programs - the International Covenant on Civil and Political Rights 
(ICCPR) and the International Convention on the Elimination of All Fomis of Racial 
Discrimination (CERD). Upon ratification of these treaties, the U.S. assumed an 
international legal obligation to comply with their terms. The U.S. also has signed, but 


paper of the Society for Adolescent Medicine, 38 J. AIX1LE.SCENT HEALTH 83-87, 84 (2006); Boonstra, The 
Case for a New Approach to Sex Education Mounts, at 5. 

^ Waxman Report, at 4 (showing that students who took a “virginity pledge” as part of an abstinence-only 
curricula did not have lower rates of STIs than non-pledgers but were less likely to use contraception when 
they had .sex), 

* Boonstra, The Case for a New Approach to Sex Education Mounts, at 5 (stating that “[t]o the extent that 
they ignore contraception and the benefits of safer-sex practices generally, abstinence-only programs do 
nothing to help prepare young people for when they will become sexually active."); Waxman Report, at 4; 
John Santelli et al.. Abstinence and abstinence-only education: ,4 review of U.S. Policies and programs, 38 
J. Adolescent health 72-S 1 , 76 (2006) (summarizing data showing that although virginity pledge- 
breakers had fewer sexual partners, they were less likely to report seeing a doctor for an ST! concern and 
were less likely to get tested for STIs). 

^ Pamela Kohler et al., Abstinence-Only and Comprehensive Sex Education and the Initiation of Sexual 
.Activity and Teen Pregnancy, 42 J. AtXTLESCENT HEALTH 344-51 (2008). 

' President Releases Fiscal Year 2009 Budget Request; Cuts Critical Healthcare Program; Requests Huge 
increase for Abstinence-Only Programs. POL’Y Update (SIECUS, New York, N.Y.), Jan. 2008, available 
at http://www.siecu.s.org/policy/PUpdates/pdate0377.htmi (last viewed Apr. 25, 2008); The President’s 
FY09 Budget, available at http;//www.whttehouse.gov/omb/budget/(y2009/budget.html (last viewed Apr. 
25, 2008).“ 

* See Press Release, Alan Guttmacher Inst., Abstinence-Only Programs Do Not Work, New Study Shows 
(Apr. 1 8, 2007); The President's FYOO Budget. 
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not ratified, the International Covenant on Economic, Social and Cultural Rights 
(ICESC R), the Convention on the Elimination of All Forms of Discrimination against 
Women (CEDA W) and the Convention on the Rights of the Child (CRC). Signing a 
treaty creates an obligation to refrain from actions that would defeat the treaties’ object 
and purpose.'^ 

The Right to Health and Information 

The human right to the highest attainable standard of health requires that individuals have 
access to accurate infonnation, including information related to sexual and reproductive 
health. UN treaty bodies that monitor compliance with human rights treaties have 
repeatedly discussed the importance of sexual education and information as a means of 
ensuring the right to health because it contributes to reduction of the rates of maternal 
mortality, abortion, adolescent pregnancies, and HIV/AIDS.'® 

The right of all people to “seek, receive and impart information and ideas of ail kinds,” 
including information about their health, is guaranteed by the ICCPR, which was ratified 
by the U.S. in 1992." The Human Rights Committee, the UN treaty body which 
oversees compliance with the ICCPR, also has linked the obligation to provide accurate 
and objective sexuality education to the treaty’s right to life provision." Other treaty 
bodies have recognized that the provision of information and life skills necessary to 
develop a healthy lifestyle is an important component of the human right to education.*^ 

Although the United States has not ratified the ICESCR, nor any other human rights 
treaty which contains an explicit right to health, the U.S. has expressed support for the 
right to health as a policy goal.''' Further, as a signatory to the ICESCR and the CRC, the 
U.S. is bound to refrain from acts that would defeat the objects and purposes of those 


’ Vienna Convention on the Law of Treaties, 1 155 U.N.T.S. 331, arts. 10, 18 (entered into force Sm. 27, 
1980) (hereinafter Vienna Convention], 

See, e.g., Concluding Observations of the Committee on the Elimination of Discrimination against 
Women: Belize. 01/07/99. U.N. Doc. A/54/38, If 56-57; Burundi, 02/02/2001, U.N. Doc. A/56/38, H 62; 
Chile, 09/07/99, U.N, Doc. A/54,/38, 111 226-27; Dominican Republic, 14/05/98, U.N. Doc. A/53/38, H 349; 
Concluding Observations of the Committee on the Rights of the Child: Cambodia. 28/06/2000, U.N. Doc. 
CRC/C/1 5/Add. 128, 11 52; Colombia, 16/10/2000, U.N. Doc, CRC/C/15./Add,137. 148; Dominican 
Republic, 21 /02.''2001, U.N. Doc. CRC/C/15/Add.l50, 1 37: Ethiopia, 21/02/2001, U.N. Doc. 
CRC/C/I5/Add. 144, f 61; Concluding Observations of the Committee on Economic, Social, and Cultural 
Rights: Bolivia, 21/05/2001, U.N, Doc. E/C.12/1/Add.60,f 43; Honduras, 21, /05,i200l. U.N. Doc. 
E/C.12/i/Add.57, 1 27; Libyan Arab Jamahiriya, 25/11./20b5, U.N. Doc. E/C.12/LYB/CO/2: Senegal, 
31/08/2001, U.N. Doc. E/C. 12/I/Add.62, 1 47; Ukraine. 31/08/2001, U.N. Doc. E,iC.12/l,/Add.65.‘f 31. 
ICCPR, Art. 19; see also CRC, art. 13(2). 

'■ Concluding Observations of the Human Rights Committee". Poland, 02/12/04, U.N. Doc. 
CCPR/CO/82/POL, 19,' 

Committee on the Rights of the Child, General Comment I: The Aims of Education (26th Sess., 2001) in 
Compilation of General Comments and General Recommendations Adopted by Human Rishts Treaty 
Bodies, at 282, 1 9, U.N. Doc. HRi/GEN/!/Rev.6 (2003). 

Universal Declaration of Human Rights, art. 35, adoptedDec. 10, 1948, G,A. Res. 217A(III), at 71, U.N. 
Doc. A/810 (1948); American Declaration ofRightsand Duties ofMan, art. XL O.A.S. Off. Rec, 
OEA/Ser.L/V/11.82 doc. 6, rev. 1, at 17 (1948). 
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treaties, ' ’ Therefore the U.S. government cannot censor, limit, or otherwise misrepresent 
health-related infonnation in ways that would impede the realization of the fundamental 
right to health recognized by these treaties. 

Affirming the importance of child and adolescent health, the CRC, which is the most 
widely ratified of all international human rights treaties, requires that governments 
“ensure that all segments of society, in particular parents and children, are Informed, have 
access to education and are supported in the use of basic knowledge of child health."'* 
This obligation encompasses both the need to provide accurate and appropriate 
information and to refrain from censoring, withholding or misrepresenting health 
information. The Committee on the Rights of the Child has stated that adolescents “have 
the right to access to adequate information essential for their health and development” 
and that countries have an obligation to ensure 

that ail adolescent girls and boys, both in and out of school, are provided 
with, and not denied, accurate and appropriate infonnation on how to 
protect their health and development and practice healthy behaviours. This 
should include information on . . . safe and respectful social and sexual 
behaviours 

Such information includes “sexual and reproductive information, including on family 
planning and contraceptives, the dangers of early pregnancy, the prevention of 
HIV/AIDS and the prevention and treatment of sexually transmitted diseases (STDs).”'* 

The Committee has also addressed the need for education and information as part of the 
response to the HIV/AIDS epidemic and has emphasized access to adequate HIV/AIDS 
and sexual health infonnation as essential to securing children’s rights to health and 
information."' Further, the Committee has stated that effective HIV/AIDS prevention 
requires that countries 

refrain from censoring, withholding or intentionally misrepresenting 
health-related information, including sexual education and information, 
and . . . must ensure that children have the ability to acquire the 
knowledge and skills to protect themselves and others as they begin to 
express their sexuality. 


'• Vienna Convention, art. 18. 

Convention on the Right.s of the Child, art. 24(2)(e), adopted'Hov, 20, 1989, O.A, Res. 44f25, annex, 
Li.N, GAOR, 44th Sess., Supp. No. 49, at 166, U.N. Doc. A, '44/49 (1989), reprinted in 28 LL.M, 1448 
{entered into force Sept. 2, 1990). 

' ' Committee on the Rights of the Child, General Comment 4: Adolescent heath and development in the 
context of the Convention on the Rights of the Child (33rd Sess., 2003), ^ 26, U.N. Doc. CRC/OC/2003/4 
(2003). ^ 
hi f 28. 

” Committee on the Rights ofthe Child, General Comment 3: HlV/AlDS and the Rights of the Child (32nd 
Sess, 2003), in Compilation of Genera! Comments and General Recommendations Adopted by Human 
Rights Treaty Bodies, at 296, ^ 16. U.N, Doc. HRI/GEN/l,'Rev.6 (2003), 
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The need for comprehensive sexual education has also been addressed by 
numerous international sources as both a human ri^ts and a public health and policy 
imperative. 

• The International Conference on Population and Development (ICPD) 
Programme of Action recognizes the need for education about population 
issues, including sexual and reproductive health, and that such cunicula 
should be gender sensitive and cover reproductive choices and 
responsibilities, and sexually transmitted diseases, including HIV/AIDS;^® 

• Guidelines from the WHO Regional Office for Europe specifically call on 
Member States to ensure that education on sexuality and reproduction is 
included in all secondary school curricula and is comprehensive.'* 

Impact on Communities of Color 

The continuing racial disparities in reproductive health in the United States raise 
serious human rights issues. In March of 2008, the UN committee charged with 
reviewing U.S. compliance with the Convention on the Elimination of All Forms of 
Racial Discrimination expressed concern that ‘Vide racial disparities continue to exist in 
the field of sexual and reproductive health” and recommended that the U.S. address these 
disparities by “providing adequate sexual education aimed at the prevention of 
unintended pregnancies and sexually-transmitted infections.”**^ 

Low-income young women of color are disproportionately affected by 
abstinence-only programs. Racial disparities in reproductive health have been well- 
documented and include an HIV/AIDS infection rate for African-American women that 
is 23 times that of white women^^ and an unintended pregnancy rate of black women that 
is twice the national average.^'* Rather than addressing these disparities through 
comprehensive sexuality education, current government funding of abstinence-only 
programs have resulted in a situation where poor communities and communities of color 
are more likely to rely on such programs than higher income and white communities. 

A study conducted from 1 995 to 2000, years which marked an exponential growth 
in abstinence-only instruction, revealed that by 2000 the number of young black and 
Hispanic women receiving abstinence-only instruction in lieu of other forms of sexuality 


™ See Programme of Action of the International Conference on Population and Development, Cairo, Egypt, 
Sept, 5-13, 1994, U.N. Doc. A/CONF.171/i3/Rev.l, If 7,44(a), 7.44(b), 7,47, 1 1,9(1995), 

*' WORLD He.alth Organization Regional Office for Europe (WHO Europe), WHO Regional 
Strategy on Sf;Xuai, and Reproductive Health, EUR/0 1/5022 1 30 at 9, 1 4 (200 1 ). 

“■ Concluding Observations of the Committee on the Elimination of Racial Discrimination: United States of 
America, 03/05/2008, U.N, Doc. CERD/C/USA'CO/6, f 33. ' 

Ctrs. for Disease Control, HIV/AIDS among African Americam 2 (June 2007), available at 
http;:/'www.cdc.gov/hiv/topics/a<i/resources/factsheets/aa.htm (last viewed Dec. 14, 2007). 

Heather D. Boonstra et al. Abortion in Women’s Lives 28 (Alan Guttmacher Inst., May 2008); see also 
Lawrence B. Finer & Stanley K. Henshaw, Disparities in Rates of Unintended Pregnancy in the United 
States, 1994 and 2001, 38 PERSP. ON SEXUAL & REPRODUCTIVE HEALTH 90-96, 94 (2006). 
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education had significantly increased and was higher than young white women.^'"’ In 
addition, young women living below 200 percent of the poverty level were more likely to 
receive abstinence-only instraction (or no sexuality education at all) compared to their 
higher-income peersf * Fewer than half of sexually experienced young black women had 
received instruction about contraception prior to their first sexual encounter, compared to 
two-thirds of their white peers. Thus, young women of color — the population facing 
the highest risk of STI infection and unintended pregnancy — is also the least likely to 
receive the information necessary to protect themselves against those outcomes. 

Discrimination 

Abstinence-only curricula also pose serious concerns about discrimination and the 
perpetuation of hannful stereotypes based on gender and sexual orientation. 
Discrimination on the basis of gender and sexual orientation violate fimdamental rights to 
equality and non-discrimination in the ICCPR, CEDAW and CRC, 

Both the ICCPR and CEDAW require the elimination of discrimination against 
women in all fields, including education and schools."* CEDAW discusses the need to 
eliminate gender stereotypes in education, including the revision of textbooks and school 
programs."’ The CEDAW Committee has stressed the need to eliminate gender 
stereotypes in curricula^® and for development of sexual education programs that address 
the specific needs of women and girls.^’ Rather than addressing the specific needs of 
women and girls, abstinence-only curricula often rely on stereotypes that undermine 
female sexual decision-making. Abstinence-only programs have been criticized for 
portraying “women as socially and sexually submissive and strip[ping] them of 
ownership of their own ambitions and desires.’"®* They also reinforce stereotypes that 
undermine girl’s achievement and promote the idea that girls are overly emotional, weak 
and in need protection and that men are sexually aggressive and lack deep emotions.®® 


Laura Duberstein Lindberg et al.. Changes in Formal Sex Education: 1995-2002, 38 PerSP. ON SEXUAL 
& Reproductive Health No. 4, 1 82-88, 1 85-86 (Dec. 2006). 

^“ki. 

Id at 186, 

'* See Human Rights Committee, General Comment 28: Equality of Rights Between Men and Women (Art. 
3) (68th Sess., 2000), f 28, U.N. Doc. CCPR/C/2l/'Rev.l/Add.l() (2000), Convention on the Elimination of 
AH Forms of Di.scrimination Against Women, art. 10, adopted Dec. 18, 1979, G.A. Res. 34/180, U.N. 
G.AOR, 34th Sess., Supp. No. 46, at 193, U.N. Doe. A/34/46 (1979) {entered into force Sept, 3, 1981) 
[hereinafter CEDAW]. 

CEDAW, art. i0(c). 

Committee on the Elimination of Discrimination Against Women, Concluding Ob.’servation.'i, Croatia, 
01/28/2005, U.N. Doc. A/60/38.1201.. 

Committee on the Elimination of Discrimination Against Women, General Comment 15: Avoidance of 
discrimination against women in national strategies for the prevention and control of acquired 
immunodeficiency .syndrome (AIDS) (9th Sess., 1990), in Compilation of General Comments and General 
Recommendations Adopted by Human Rights Treaty Bodies, at240, U.N. Doc, HRI/GEN/I/Rev.6 (2003). 

Julie F. Kay, Sex, Lies & Stereotypes: How Abstinence-Only Programs Harm Women and Girls 21 
(Legal Momentum, New York, NY, 2008), available at 

http;/7wwvv,legalmomenturn.org/'.site/PageServer?pagename=sfr_26 (last viewed Apr, 28, 2008). 

” Waxman Report, at 16-18. 
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Further, both the Human Rights Committee^'* and the CRC Committee have made 
it clear that the obligation to protect against discrimination includes the obligation to 
protect against discrimination based on sexual orientation. The CRC Committee has 
stressed the importance of preventing discrimination against LGBT youth, noting that 
“[ajdotescents who are subject to discrimination are more vulnerable to abuse, other 
types of violence and exploitation, and their health and development are put at greater 
risk. They are therefore entitled to special attention and protection from all segments of 
society.”^’’ 

Abstinence-only-until-marriage programs by their terms discriminate against 
lesbian, gay, bisexual and transgender youth, both by teaching that heterosexual 
marriage is the only appropriate context for sex and that .sex outside of marriage is both 
psychologically and physically harmful. In effect, these programs tell LGBT youth that 
there is no safe way for them to have a sexual relationship either as youth or adults. This 
reinforces the stigma and hostility that LGBT youth experience both at school and in 
society at large. 


A comprehensive understanding of sexual and reproductive health is imperative to 
an individual’s ability to protect his or her health and to make infonned decisions about 
sexuality and reproduction. Such information is vital to reducing adolescent and 
unwanted pregnancies and preventing transmission of STIs, including HIV/AIDS. 

Current exclusive government funding of abstinence-only programs raises serious public 
health and human rights concerns. We urge Congress to end funding for abstinence-only 
programs and instead invest in comprehensive sexuality education that provides accurate 
and objective information about contraceptives, condom-use and STI prevention. 


See Toonen vs. Australia, Human Rights Committee, U.N. Doc. CCPR,'C/50/D/488/1992 (Apr. 4, 1994). 
'' Committee on the Rights of the Child, General Comment 4, f 6. 
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Committee on Oversight and Government Reform 
Written Statement from Chicago Foundation for Women 
Apnl 22, 2008 

Chicogo Foundation for Women appreciates the committee’s exploration of the public health and ethical 
concerns of abstinence-oniy-untii-morriage progroms and we Hiank you for the opportunity to provide you 
with our perspective on this critical issue. Chicogo Foundation for Women strongly urges Congress to end Its 
public support for abstinence-oniy-until-marriage programs. Use of taxpayer dollars to support these 
programs is a missed opportunity for our federal government to promote effective solutions to adolescent 
health Issues. 

One of the largest women’s funds in the world, Chicago Foundation for Women believes that ail women and 
girls should have the opportunity to achieve their potential and live In safe, just and healthy communities. For 
22 years, the Foundation has Influenced social justice trough advocacy, grant making, leadership 
development, and public and grantee education. Our work Is rooted In three principles of women’s human 
rights; economic security, freedom from violence, and access to health information and services. We believe 
that young women are stronger, healthier, and reach Hieir full potential when all youth have access to 
comprehensive health services and Information, including their reproductive ond sexual health. Adolescent 
sexuol health education should be comprehensive, medically accurate and appropriate for their age. 

Unfortunately, the vision Chicago Foundation for Women has for adolescent female health Is unrealized In 
Illinois, which has the 20^’’ highest teen pregnancy rate in the nation. As we know, pregnant teens are less 
likely to obtain prenatal core and more likely to have low*weight babies. Recent research shows that 1 in 4 
American girls has a sexually transmitted Infection, and the rate soars to 1 in 2 for African American girls. 

Even though we know that comprehensive sexual health education programs are known to reduce unintended 
teen pregnancy, Illinois provides no public support for a comprehensive sexual health education program. 

Yet Gov. Blagojevich accepts $t,8 million in federal Title V Abstinence-Oniy-Until-Marriage funds each year. 
As you have been made aware, these programs are ineffective, inaccurate, and Insufficient. Research and 
medical experts overwhelm us whti proof of each of these deficiencies, and we know you have been fully 
briefed about them. 

What is not as commonly understood is that “abstinence-only” programs present real threats to women and 
girls. A report recently released by legal Momentum, "Sex, lies & Stereotypes; How Abstinence-Only 
Programs Harm Women and Girls,” provides an excellent analysis of federally supported programs that 
promote outdated gender and rocial stereotypes and myths about sexual assault. Several of these programs 
place unfair shame and stigma on girls who were sexually assaulted and implore them to improve their skills 
at saying no. Because these programs discuss only abstinence, little or no attention is paid to educating boys 
about the importance of making sure that they have the consent of their partners for any sexual activity. And, 
because these programs intentionally omit Information about contraception, STI testing or treatment, they 
“impede girls ability to avoid unwanted pregnancy and STIs to whidi they are more biologically susceptible,” 
the report noted, 

Chicago Foundation for Women advocates for the elimination of federal support for abstinence-oniy-until- 
marriage programs. Thank you for allowing us to share our perspective on such an Important public health 
issue. 
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COALITION FOB SSX ..EO 

Advocaiing tor Minnsssts's YoulH 


Statement of the Coalition for Responsible Sex Ed on the Public Health and 
Ethical Concerns with Abstinence-Only-Until-Marriage Programs and the 
Need for Comprehensive Sexuality Education 

Committee on Oversight and Government Reform 
Submitted for the Record 
April as, 2008 

The Coalition for Responsible Sex Ed is a coalition of 51 educational, religious, health, social 
service and advocacy organizations, as well as concerned individuals that promotes lifelong 
healthy sexuality by advocating for policies on comprehensive sexuality education. Our 
Minnesota Coalition has a 9 year history of advocating on both a state and federal level for 
policies and investments in the health and wellbeing of Minnesota's youth. 

Our Minnesota Coalition is writing today to request that you end abstinence-only-untii- 
marriage funding and we ask that you support investments in comprehensive sexuality 
education. 

Please provide the necessary oversight to bring an end to funding for abstinence-only-until- 
marriage programs. States and community organizations need the federal government to 
make a real investment in youth. We need investment in comprehensive, medically 
accurate, age-appropriate programs that include abstinence, contraception and disease 
prevention based on the best scientific evidence available. Implementing effective 
programs helps states meet the needs of their youth as they grow and develop decision 
making skills. 

The state of Minnesota has experienced the first increase in teen pregnancy and birth rates 
in 16 yeai-s. While this 6% increase in teen pregnancy and 7% increase In teen birth rates 
(2006 data) may only represent a single year increase and not a trend, this should serve as 
a wake up call to ail advocates concerned for the health of young people. Teen pregnancy 
prevention is a complex and requires coordinated and comprehensive prevention efforts. 
Comprehensive sex education is one necessary component of this prevention. 

The absence of funding for effective programs has put many states, Minnesota included, in 
the difficult position of turning away needed federal dollars. Because current federal 
funding for abstinence-only-until-marriage programs does not allow states the ability to 
implement effective programs, we support Minnesota's decision not to request Title V funds 
in 2007. Piease change this funding strategy to invest in programs that have been shown to 
have a positive impact on the behavior of youth. 

Coalition contact information: 
www.c oalitionfors exed .orq 

Lorle Alveshere, Policy Director of Minnesota Organization on Adolescent Pregnancy, 
Prevention and Parenting (Coalition Member Organization) 

Cell: 612.991.9070 
e-mail: iorie@moappp.org 
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an 

Adotescent 
Pregnancy, 
Parenting and 
Prevention 


April 22, 2008 

The Colorado Organization on Adolescent Pregnancy, Parenting, and Prevention 
(COAPPP) is concerned about the amount of money that has been poorly invested into 
abstinence-only-until-marriage programs in Colorado and throughout our country. 

With mounting evidence indicating that the only curricula shown to both delay sexual 
activity and increase safer practices among already sexually active youth are 
comprehensive science-based sexuality curricula programs, we ask this: does our 

elected Congress continue to fund programs that evidence shows do not work to 
delay the onset of sexual activity and do not offer medically-accurate information 
about the benefits of safer sex practices among sexually active young people? 


The National Campaign to Prevent Teen and Unplanned Pregnancy reports that the 
number one reason girls drop out of high school is teen pregnancy. Everyday COAPPP 
sees the impact of teen pregnancy among adolescents, especially young girls who are 
try'ing to balance the needs of their young children with their own education and self- 
sufficiency. While access to comprehensive sex education is not the only way to reduce 
the incidence of teen pregnancy, it is a critical piece that research demonstrates, over 
and over again, does work to delay sexual initiation and increase safer sex practices 
among already sexually active youth. Safer sex practices are not only critical in 
decreasing teen pregnancy, but they also reduce health risks related to unsafe sex 
practices including HiV and other sexually transmitted diseases (STDs). 

The call of like-minded organizations to end funding for abstinence-only education 
comes not from a desire to silence a personal value for an abstinence-untii-marriage 
message but from a public health reality where 60 percent of all seniors in high school 
have reported being sexually active. The education we are calling for is comprehensive 
science-based sexuality education which has shown to delay sexual initiation ar\b 
increase safer sex practices among already sexually active youth. We ask Congress to 
stop legislating support through funding for programs that, from medical and scientific 
measurements, have not only failed to show effectiveness in decreasing the onset of 
initial sexual activity, but have also been detrimental to safer sex messages that 
research shows can reduce the transmission of HiV/STDs and the risk of unplanned 
pregnancy. 


America’s youth deserve real solutions that will help delay the onset of sexual activity 
and prevent unintended pregnancies and sexually transmitted diseases, including 
HiV/AlDS. Abstinence-oniy-until-marriage programs are not the answer. We ask 
Congress to end abstinence-oniy-until-marriage programs and to act in the best 
interest of young people by supporting public health and education policies that are 
comprehensive, rooted in the best science, and reflect the opinion of the large majority 
of parents, families, and communities in Colorado and across the country. 

Thank you for considering our comments. 


Lori Casillas 
Executive Director 

2785 Nort*' ^DeA' Ik •< -ji o 
-1 ^ 


Promoting a Colorado of Healthy and Informed Teens 
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April 22, 2008 

Committee on Oversight and Government Reform 
United States Congress 
Washington, DC 

Dear Honorable Committee Members: 

Planned Parenthood of Delaware is the only statewide non-profit organization that provides 
reproductive healthcare education and services to approximately 10,000 Delaw'areans on a yearly 
basis. Our medical center staff members witness the consequences of unintended pregnancy and 
unprotected sexual relations on a daily basis. Sexually transmitted infections are on the rise 
across the nation, and in Delaware teens. Delaware has also historically had a high teen 
pregnancy rate, until recent efforts over the last decade have curtailed this. These efforts 
included comprehensive sexuality education and outreach to individuals who may not have the 
infonnation they need to protect themselves from unintended consequences from unprotected 
sexual activity. The State of Delaware has funded Wellness Centers in our high schools, as well 
as dedicated nurses at these centers to answer questions about reproductive health, as well as 
treat common illnesses. The Delaware Division of Public Health recently declined abstinence- 
only funding due to the fact that all of the community organizations that participated in receiving 
this funding in the past, did not re-apply for ftinding. 

Planned Parenthood of Deiaw'are supports t!ie scientifically based findings that abstinence only 
education by itself, is not an effective tool in the fight against unintended consequences to our 
teens and young adults in their reproductive health care. It is only a piece of the comprehensive 
reproductive health information our children need to make responsible decisions regarding their 
health care with their family members and trusted adults. 

Sincerely, 


Diana McWilliams 
VP of Public Affairs 
Planned Parenthood of Delaware 
625 N. Shipley Street 
Wilmington, DE 19801 
302-655-7296 x36 
dmcwilliams@ppde.org 
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Abstract 

In an effort to reduce unintended pregnancy and sexually transmitted disease (STD) in 
adolescents, both abstinence and comprehensive sex and STD/HIV education programs have 
been proffered. Based on specified criteria, the author searched for and reviewed 56 studies that 
assessed the impact of such curricula (8 that evaluated 9 abstinence programs and 48 that 
evaluated comprehensive programs) on adolescents’ sexual behavior. Study results indicated that 
most abstinence programs did not delay initiation of sex and only 3 of 9 had any significant 
positive effects on any sexual behavior. In contrast, about two thirds of comprehensive programs 
showed strong evidence that they positively affected young people’s sexual behavior, including 
both delaying initiation of sex and increasing condom and contraceptive use among important 
groups of youth. Based on this review, abstinence programs have little evidence to warrant their 
widespread replication; conversely, strong evidence suggests that some comprehensive programs 
should be disseminated widely. 


Key words: teen pregnancy; sexually transmitted disease; curriculum-based programs; teens 
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Ongoing throughout the United States is an intense and sometimes passionate debate about 
the relative impacts of abstinence sex education programs (also called abstinence-only programs) 
versus those of comprehensive sex education programs (also called abstinence-plus programs) 
on adolescents’ sexual behavior. For this review, abstinence programs are defined as cunicuia 
that encourage only abstinence and comprehensive programs as curricula that emphasize 
abstinence as the safest beha vior but also promote the use of condoms or other forms of 
contraception for those who do have sex (Kirby, 2001).’ 

Proponents of abstinence programs argue that only abstinence tillovvs youth to avoid the 
risks of unwanted pregnancy and sex'ually transmitted diseases (STDs); using condoms or other 
fomis of contraception merely reduces these risks. Thus, they refer to abstinence sex education 
curricula as risk-avoidance or risk-elimination programs and to comprehensive curricula as risk- 
reduction programs. 

Proponents of comprehensive sex education programs argue that, because such programs 
emphasize abstinence and also encourage the use of condoms and contraception for those youth 
who do initiate sex, comprehensive programs can both delay adolescents’ initiation of sex and 
increase their condom or other contraceptive use. Thus, these proponents conclude, 
comprehensive programs can have a greater impact on rates of unwanted pregnancy and STDs 
among youth than abstinence programs. 

In response, proponents of abstinence programs claim that comprehensive sex education 
programs send a mixed message about behavior to youth, thereby confusing adolescents and 
preventing comprehensive programs from having a positive, significant affect either on 
abstinence or on condom or other contraceptive use. These proponents also claim that if 
abstinence programs prevent enough youth from having sex, those programs will have a greater 
impact on teen pregnancy and STD rates than comprehensive programs — even if comprehensive 
program modestly delay adolescents’ initiation of sex or modestly increase their condom or other 
contraceptive use. 

The proponents of comprehensive curricula respond by claiming that a message about both 
abstinence and condom and contraceptive use is not confusing to teens and, in fact, is more 
acceptable to them. They also claim that comprehensive curricula have a greater impact on 
adolescents’ behavior than abstinence programs. 

This ongoing debate is important for at least three reasons: 

1 . The United States has high teen pregnancy rates and the teen parents, the infants 
involved, and taxptiyers pay dearly for these unintended pregnancies (Hoffman, 2006). In 
addition, this country has high STD rates among young adults and the people involved 
experience a variety of negative consequences (Kirby, 2007). 

2. Most middle or senior high schools in this country implement either abstinence or 
comprehensive sex and STD/HIV education programs in order to reduce unintended 
pregnancy and S'l’Ds among youth (Landry, Kaeser, & Richards, 1999). 

3. Considerable federal and state funds are directed solely to promoting and implementing 
abstinence programs. These funds have had a huge impact on the field of teen pregnancy 
and STD prevention. 

During the last roughly 15 years, researchers have conducted many studies of the impact of 
abstinence programs on adolescents’ sexual knowledge, intentions, and behavior (e.g., Bearman 


^ For the purposes of this review, comprehensive sex education programs do not include curricula that cover a very 
broad range of topics about sexuality more generally. 
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& Bruckner, 2001; Doniger, Riley, Utter & Adams, 2001; Howard & McCabe, 1990; Jorgensen, 
Potts, & Camp, 1993; Kirby, Korpi, Barth, & Cagampang, 1997; Weed, 2001; Weed, Ericksen, 

& Birch, 2005; Weed, Ericksen, Lewis, Grant, & Wibberly, 2008; Weed, Olsen, DeGa,ston, & 
Prigmore, 1 992; Weed, Prigmore, Sc Tanas, 2002). Some proponents of abstinence selectively 
cite the.se studies to prove that abstinence programs are effective (Rector, 2002). In fact, most of 
the aforementioned studies are poorly designed and do not meet reasonable standards for 
scientific evidence, thus necessitating a more objective review of the e vidence regarding these 
programs. 

This review is particularly timely because, in years past, the dearth of rigorous evaluation of 
abstinence programs has made fair comparison between comprehensive programs and abstinence 
programs impossible. However, a very rigorous study of four abstinence programs was recently 
released (Trenholm et a!., 2007) and the literature now includes enough .studies to provide a 
partial, although not final answer to the debate regarding abstinence and comprehensive sex 
education curricula. 


Criteria for Selection of Evaluation Studies 

To be included in this review of the impact of abstinence and comprehensive sex education 
programs, each study had to meet the following criteria; 

1. The evaluated program had to 

(a) be a curriculum- and group-based abstinence, sex, or STliTlIV education program (as 
opposed to an interc’ention involving only spontaneous discussion, only one-on-one 
interaction, or only broad school, community, or media awareness activities). 

(b) focus primarily on sexual behavior (as opposed to covering a variety of risk behaviors 
such as drug use, alcohol use, and violence in addition to sexual behavior). 

(c) focus on adolescents of middle-school or high-school age. 

(d) be implemented in the United States. 

2. The research methods had to 

(a) include a reasonably strong experimental or quasi-experimental design with well- 
matched intervention and comparison groups and both pretest and po,stte,st data 
collection. 

(b) have a sample size of at least 100. 

(c) measure program impact on one or more of the following sexual behaviors: initiation 
of sex, frequency of sex, or number of sexual partners; use of condoms or 
contraception more generally; composite measures of sexual risk (e.g., frequency of 
unprotected sex); pregnancy rates; birth rates; and STD rates. 

(d) measure impact on those behaviors that can change quickly (i.e., frequency of sex, 
number of sexual partners, use of condoms, use of contraception, or sexual risk 
taking) for at least 3 months or measure impact on those behaviors or outcomes that 
change less quickly (i.e., initiation of sex, pregnancy rates, or STD rates) for at least 6 
months. 

3. The study had to be completed or published in 1990 or thereafter." 

Studies meeting these criteria were identified in several ways, including by searching 10 
databases (Biologic Abstracts, Bireine, CHID, Dissertation Abstracts, ERIC, Popline, Psychlnfo, 
Psychological Abstracts, PubMed, and Sociological Abstracts); reviewing past issues of 1 2 


’ In an effort to be as inclusive as possible, the criteria did not require that studies had been published in peer- 
reviewed jounrats. 
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journals; contacting researchers at professional meetings and those in the process of completing 
studies; reviewing reports, training materials, and process evaluation reports; and using previous 
literature searches tmd reviews from various authors. 

Results of Studies Evaluating Abstinence or Comprehensive Se.v and 

STDi^IV Education Programs 

Although the pmpose of this review is to compare the impact on youth of abstinence 
programs versus comprehensive programs, sex education curricula represent a continuum and 
cannot always be separated neatly into these two types of programs. Thus, it is difficult to 
classify some of these programs. 

Furthermore, both groups of programs are very diverse. For example, some abstinence 
programs emphasize abstinence until marriage, whereas others do not. Some allow objective 
discussion of the effectivene.ss of condoms and contraceptives without encouraging their use, 
whereas others (at least in the past) have very strongly opposed condoms and contraceptives and 
exaggerated their lack of effectiveness. Still others do not even mention condoms or 
contraception. Although most abstinence programs are secular, a few are overtly religious. Some 
are character education programs that emphasize more basic values that apply not only to sexual 
behavior but also to other behavior, such as drug use or violence. 

As tor diversity in comprehensive programs, some target younger high school students and 
very strongly emphasize abstinence (while also supporting condom or contraceptive use), 
wherea.s others target older teens already having sex and therefore give primary emphasis to 
condom or other contraceptive use while also identifying abstinence as the safest approach. 

Some of these programs include only education; others are linked to contraceptive services. 

Impact of Abstinence Programs 

Thus far, only eight studies of nine abstinence programs (Borawski, Trapl, Lovegreen, 
Colabianchi, & Block, 2005; Clark, Trenholm, Devaney, Wheeler, & Quay, 2007; Denny & 
Young, 2006; Kirby, Korpi, Barth, & Cagampang. 1997; Rue & Weed, 2005; Trenholm et al., 
2007; Weed et al., 1992; Weed et al., 2008) meet the selection criteria for this review. One of 
these studies (Trenholm et al.) measured the impact of four different abstinence programs, but 
two of those programs focused on broader youth development and so do not meet the criteria for 
thi.s review. The Trenholm et al, study and the study of the Heritage Keepers Life Skills 
Education curriculum (Clark et al.) are particularly important for several reasons. First, these two 
studies, which were carefully selected to represent potentially effective abstinence-untii-marriage 
programs, evaluated the impact of abstinence programs that meet the restrictive federal A-H 
guidelines for abstinence education (Title V, § 510). Second, they employed rigorous 
experimental designs and statistical analyses and tracked youth for 4 to 6 years. Last, for both 
studies, results demonstrated that the curricula had no effects on initiation of sex, age of 
initiation of sex, abstinence in the previous 12 months, number of sexual partners, or condom use 
during sex (see Table 1),^ The lack of behavioral results was quite compeliing. 

A third very rigorous study (Kirby et al., 1997), which also used an experimental design, 
measured the impact of Po.stponing Sexual Involvement, a five-session curriculum focused on 


■’ For the study that evaluated four curricuia (Trenholm et al., 2007), the findings for the two programs that included 
youth development components (and therefore do not quite meet the criteria for this review) were the same as the 
results for the two programs that did meet the criteria for this review. 
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delaying the initiation of sex. Like the studies above, it found no significant positive effects on 
any behavior. 

<insert Table 1 about here> 

The studies of the five remaining abstinence programs, shown in Table 2, were 
methodologically much weaker than the studies outlined in Table 1 . These studies employed 
quasi-experimental designs with comparison groups that were not always well matched, they 
sometimes had high attrition rates, they measured program impact for a shorter period of time, 
and their statistical analyses were not always as strong as those in the aforementioned studies. Of 
these five weaker studies, two found that the evaluated programs delayed sexual initiation; the 
other three studies showed no significant program effect on adolescents’ sexual behavior. Two 
studies in this group measured program impact on frequency of sex among youth who had 
previously had sex; both found that the program reduced teens' frequency of sex. Finally, the one 
study measuring program impact on number of sexual partners found that the curriculum resulted 
in a reduced number of sexual partners among participating youth. 

<insert Table 2 about here> 

Of the five studies with either experimental or quasi-experimental designs that measured 
condom use, none found a significant effect of abstinence programs on adolescents’ condom use. 
Similarly, the four studies that measured program impact on contraceptive use found no effect 
one way or the other. 

Impact of Comprehensive Programs 

The author found 48 studies'* of a variety of curriculum-based comprehensive sex and 
STD/HIV education programs in the United States that met the criteria for this review. Although 
this large sample of programs may not accurately represent the full range of comprehensive sex 
education programs being implemented throughout the United States, it certainly represents a 
variety of the kinds of programs that could be put in place if policymakers chose to do so. 

As shown in Table 3, 15 out of 32 (47%) of the programs in the aforementioned 48 studies 
delayed the initiation of sex and none hastened initiation; 6 out of 21 (29%) reduced frequency of 
sex and none increased frequency. Furthermore, 1 1 out of 24 (46%) reduced the number of 
.sexual partners; 1 program out of 24 (4%) increased the number of sexual paitners, ’ In addition, 
15 out of 32 (47%) of the evaluated programs increased condom use; 4 out of 9 (44%) increased 


* Aarons et al., 2000; Blake et at., 2000; Borawski, TrapI, Lovegreen, et af, 2005; Boraw,ski et al, 2005; Boyer et 
al., 2005; Boyer, Shafer, & Tschann, 1997; Coyle et al., 2001; Coyle et al., 2006; Coyle, Kirby, Marin, Gomez, & 
Gregoridi, 2000; DiClementc et a!., 2004; Eisen, Zellman. & McAlister, 1990; Ekstrand et af, 1996; Fisher, Fisher, 
Bryan, & Misovich, 2002; Gillmore el af, 1997; Gottsegen & Philliber. 2001; Harrington, Giles, Hoyle, Feeney, & 
Yungbluth, 2001; Howard & McCabe, 1990; Hubbard, Geise, & Rainey, 1998; Jemmott, .lenimott, Braverman, & 
Fong, 2005; .lemmotc, Jemmou, <fe Fong, 1992, 1998; Jemmott, Jemmott, Fong, & McCaffree, 1999; Kirby, Barth, 
Leland, & Fetro, 1991; Kirby, Korpi, Adivi, & Weissman, 1997; Koniak-Griffin et af, 200.'5: LaCIiausse, 2006; 

Levy et af, 1995: Lieberman, Gray, Wier, Fiorentino, & Maloney, 2000; Little &: Rankin, 2001; Magura, Kang, & 
Shapiro, 1994; Main et af, 1994; Middlestadt et af, 1998; Morrison et af, 2007; Nicholson & Postrado, 1991; 
Rotheram-Borus, Gwadz, Fernandez, & Srinivasan, 1998; Rotheram-Borus, Koopman, Haigners, & Davies. 1991; 
Siegel, Aten, & Enaharo, 200!; Siegel, DiClemente, Durbin, Krasnovsky, & Saliba, 1995; Sionim-Nevo, Ansiander, 
Ozasva, & Jung, 1996; Smith, Weinman. & Parrilli, 1997; St, Lawrence, Crosby, Belcher, Yazdani, & Brasfield, 
1999; St. Lawrence, Crosby, Brasfield, & O'Bannon, 2002; St. Lawrence et af, 1995; Stanton et af, 1996; Stanton 
et af, 2005; Villarruef Jemmott, & Jemmott, 2006; Walter & Vaughn, 1993; Zimmerman et af, 2008; Zimmerman 
et af, n.d. 

’ This finding, the only negative result for sexual activity, would be expected by chance. 
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contraceptive use but 1 program out of 9 (1 1%) decreased it. Finally, 1 5 out of 24 (62%) reduced 
sexual risk taking through a combination of changes in multiple behaviors. 

<insert Table 3 about !iere> 

These positive results become slightly more positive when the studies are restricted to those 
large studies with rigorous experimental designs; That is, the positive results occur more 
frequently in the studies with experimental designs than in those with quasi-experimental 
designs. Thus, the evidence for these positive results is quite strong. 

Furthermore, a study that compared effective comprehensive programs with ineffective ones 
(Kirby, 2007) revealed that effective programs typically incorporate the same 1 7 characteristics; 
when comprehensive programs incorporate these 1 7 characteristics, they almost always have a 
positive effect on adolescent sexual behavior. 

Finally, the results of several replication studies (Hubbard, Giese, & Rainey, 1998; Jemmott, 
Jemmott, Braverman, & Fong, 2005; St. Lawrence, Crosby, BrasField, & O’Bannon, 2002; St. 
Lawrence et al., 1995; Zimmerman et a!., 2008; Zimmerman et al, n.d.) are quite encouraging, 
providing greater evidence that curricula can be effective when they are implemented with 
fidelity by others in different communities. It is less clear whether effective programs will 
remain effective if (a) they are shortened considerably, (b) they omit activities that focus on 
increasing condom use, or (c) they are designed for and evaluated in community settings but are 
subsequently implemented in classroom settings. 


Conclusions 

These results suggest several important conclusions about abstinence and comprehensive 
sex and STD/FIIV education programs in the United States. 

Rigorous evaluations using large experimental designs have assessed multiple abstinence 
programs, including at least three abstinence-until-marriage programs and have found that these 
curricula have no overall impact on adolescents’ delay in initiation of sex, age of initiation of 
sex, return to abstinence, number of sexual partners, or condom or contraceptive use. A few 
other abstinence programs have been evaluated less rigorously with smaller quasi-experimental 
designs; tho,se results suggested that three of the programs may have had some positive effects 
on adolescents’ sexual behavior. Two programs appear to have delayed the initiation of sex 
among middle-school youth. One of these also appears to have decreased the frequency of sex, 
whereas a third may have reduced the frequency of sex and the number of sexual partners. Thus, 
3 of 9 studies found that aKstinence curricula had some positive effects on teens’ sexual 
behavior. Moreover, the abstinence programs evaluated in the literature thu.s far did not appear to 
have significant negative effects on behavior. In particular, they did not appear to decrease 
condom or other contraceptive use. 

Overall, these results are not very encouraging. They provide strong evidence that some 
abstinence programs are ineffective and weak evidence tliat three programs might have some 
positive effects on the sexual behavior of particular subgroups of youth. Taken as a whole, this 
evidence certainly does not justify the widespread replication of abstinence sex education 
programs. Furthermore, no abstinence programs evaluated with rigorous experimental designs 
show evidence that they delayed adolescents’ initiation of sex. 

In contrast, the results for comprehensive pro^ams are very encouraging, both in increasing 
abstinence and improving other sexual behaviors among youth. Nearly half of the 48 
comprehensive programs delayed adolescents’ initiation of sex, one fourth reduced the frequency 
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of sex, and nearly half reduced the number of sexual partners. In addition, nearly half of the 
comprehensive programs increased condom or contraceptive use and three-fifths reduced various 
measures of sexual risk behavior. Thus, overall, more than two thirds of the 48 comprehensive 
programs had a positive effect on one or more sexual behaviors and two-fifths had a positive 
impact on two or more sexual behaviors among youth. Moreover, these positive effects remained 
strong even when the reviewed studies were restricted to those with rigorous experimental 
designs. 

These studies of comprehensive sex education programs clearly demonstrate that it is 
possible both to delay first sex and to increase use of condoms or other forms of contraception 
among adolescents with the same programs. In other words, programs that emphasize both 
abstinence and the use of protection for those who do have sex are not confusing to young 
people; rather, they are realistic and effective. 

When comparing recent studies of the effectiveness of abstinence and comprehensive sex 
education programs, the following conclusions are dramatically evident; 

1 . Some evidence (but no strong evidence) currently supports the supposition that any 
particular abstinence program is effective at delaying first sex for adolescents. 

2. .Abstinence programs are not more effective at delaying initiation of sex than 
comprehensive sex education programs. 

3. Abstinence programs are not sufficiently effective to eliminate teens’ sexual risk or to 
eliminate the need for comprehensive sex education programs. 

4. Much strong evidence supports the supposition that comprehensive sex education 
programs can both delay initiation of sex and increase condom or other contraceptive use 
among youtli. 


Acknowledgments 

The Hewlett Foundation provided financial support for this review. This article is based, in 
part, on the National Campaign to Prevent Teen and Unplanned Pregnancy publication Emerging 
Answers 2007: Research Findings on Programs to Reduce Teen Pregnancy and Sexually 
Transmitted Diseases, which is available at http://www.lhenationaicampaign.org/EA2007/ as a 
PDF file or print document. 



467 


References 

Aarons, S. J., Jenkins, R. R., Raine, T. R., El-Khorazaty, M. N., Woodward, K. M., Williams, 
R. L,, et ai. (2000). Postponing sexual intercourse among urbmt junior high school 
students—a randomized controlled evaluation. Journal of Adolescent Health, 27, 236- 
247. 

Bearman P. S.. & Bruckner, H. (2001). Promising the future: Virginity pledges and the 
transition to first intercourse. American Journal of Sociology. 106, 859-912. 

Blake, S. M., Ledsky, R.. Lohrmann, D., Bechhofer, L., Nichols, P., Windsor, R., et al. 
(2000). Overall and differential impact of an HIV/STD prevention curriculum for 

adolescents. Washington, DC: Academy for Educational Development. 

Borawski, E., Trap!, E,, Lovegreen, L., Colabianchi, N., & Block, T. (2005). Effectiveness of 
abstinence-only intervention in middle school teens. American Journal of Health 
Behavior, 29. 423-434. 

Borawski, E. A., Trap!, E. S.. Goodwin, M., Adams-Tufts, K., Hayman, L., Cole, M. L,, et al. 
(2005, March). Taking he proud! Be responsible! To the suburbs: A replication study. 
Paper presented at the Psychosocial Workshop of the Population Association of America 
Annual Meeting, Philadelphia. PA. 

Boyer, C,, Shafer, M., Shaffer, R., Brodine, S., Pollack. L., Betsinger, K., et al. (2005). 
Evaluation of a cognitive-behavioral, group, randomized controlled intervention trial to 
prevent sexually transmitted infections and unintended pregnancies in young women. 
Preventive Medicine, 40, 420-43 1 . 

Boyer. C,, Shafer, M.. & Tschann, J. (1997). Evaluation of a knowledge- and cognitive- 
behavioral skills-building intervention to prevent STDs and HIV infection in high .school 
students. Adole.scence, 32, 25-42. 

Clark, M. A., Trenholni, C., Devaney, B., Wheeler, J., & Quay, L. (2007), Impacts of the 
Heritage Keepers Life Skills Education component. Princeton, NJ; Mathernatica Policy 
Research. 

Coyle, K. K., Basen-Enquist, K. M., Kirby, D, B., Parcel, G. S., Banspach, S. W., Collins, J. 
L., et al. (2001). Safer Choices: Reducing teen pregnancy, HIV and STDs. Public Health 
Reports, I, 82-93. 

Coyle, K. K., Kirby, D. B., Marin, B., Gomez, C., & Gregorich, S. (2004). Draw the 
Line/Respect the Line: A randomized trial of a middle school intervention to reduce 
sexual risk behaviors. American Journal of Public Health, 94. 843-851. 

Coyle, K. K., Kirby, D. B., Robin, L. E., Banspach, S. W., Baumler, E., & Glassman, J. R. 
(2006). AlMYou! A randomized trial of an HIV, other STDs and pregnancy prevention 
intervention for alternative school students. AIDS Education and Prevention, 18, 187- 
203. 

Denny, G., & Young, M. (2006). An evaluation of an abstinence-only sex education 
curriculum; An 18-month follow-up. Journal of School Health, 76, 414-422. 
DiClemente, R. J,, W'ingood, G. M„ Harrington, K. F., Lang, D. L., Davies, S. L., Hook, E. 
W., et al. (2004). Efficacy of an HIV prevention intervention for African .American 
adolescent girls: A randomized controlled trial. Journal of the American Medical 
Association. 292, 171-179. 

Doniger A. S., Riley, J. S., Utter. C. A., & Adams, E. (2001). Impact evaluation of the "‘Not 
Me, Not Now” abstinence-oriented, adolescent pregnancy prevention communications 
program, Monroe County, N.Y. Journal of Health Communication, 6. 45-60. 



468 


Eisen, M., Zeilman, G. L., & McAlister, A. L. (1990). Evaluating the impact of a theory- 
based sexuality and contraceptive education program. Family Planning Perspectives. 22, 
261-271. 

Ekstrand, M. L., Siege!, D. S., Nido, V., Faigeles, B., Cummings, G. A., Battle, R., et al. 
(1996. July). Peer-led AIDS prevention delays onset of sexual activity and changes peer 
norms among urban junior high school students. Paper presented at XI International 
Conference on AIDS, Vancouver, British Columbia. 

Fisher. J., Fisher, W., Bryan, A., & Misovich, S. (2002). Infomiation-motivation-behavioral 
skills model-based HIV risk behavior change intervention for inner-city high school 
youth. Health Psychology, 21, 177-186. 

Gillmore, M. R., Morrison, D. M., Richey, C. A., Balassone, M, L., Gutierrez, L., & Faixis, 

M. (1997). Effects of a skill-based intervention to encourage condom use among high- 
risk heterosexually active adolescents. AIDS Education and Prevention, 9(Suppl. A), 22- 
43. 

Gottsegen, E., & Philiiber, W. W. (2001). Impact of a sexual responsibility program on young 
males. Adolescence, 36, 427-433. 

Harrington, N. G., Giles, S. M., Hoyle, R. H.. Feeney, G. J.. & Yungbluth, S. C, (2001). 
Evaluation of the All Stars Character Education and Problem Behavior Prevention 
Program: Effects on mediator and outcome variables for middle school students. Health 
Education & Behavior, 28, 533-546. 

Hoffman. S. D. (2006). By the numbers: The public costs of adolescent childbearing. 
Wa.shington, DC: National Campaign to Prevent Teen Pregnancy. 

Howard. M., & McCabe, J. (1990). Helping teenagers postpone sexual involvement. Family 
Planning Perspectives, 22, 21-26. 

Hubbard, B. M.. Giese, M. L., & Rainey, J. (1998). A replication study of Reducing the Risk, 
a theory-based sexuality cinxiculum for adolescents. Journal of School Health, 68, 243- 
247. 

Jemmott, J., Ill, Jemmott, ,L., Bravemian, P.. & Fong, G. T. (2005). HIV/STD risk reduction 
interventions for African American and Latino adolescent girls at an adolescent medicine 
clinic. Archives of Pediatrics & Adolescent Medicine, 159, 440-449. 

Jemmott, J.. III. Jemmott, L., & Fong, G, (1992). Reductions in HIV risk-associated sexual 
behaviors among Black male adolescents: Effects of an AIDS prevention intervention. 
American Journal of Public Health, 82, 372-377. 

Jemmott, J., Ill, Jemmott, L., & Fong, G. (1998). Abstinence and safer sex: HIV risk- 

reduction interventions for African-American adolescents: A randomized controlled trial. 
Journal of the American Medical Association, 279, 1529-1536. 

Jemmott, J., Ill, Jemmott, L., Fong, G., & McCaffree, K. (1999). Reducing HIV risk- 

associated sexual behaviors among African American adolescents; Testing the generality 
of intervention effects. American Journal of Community Psychology, 27, 161-1 87. 

Jorgensen S. R., Potts, V., & Camp, B. (1993). Project taking charge: Six-month follow-up of 
a pregnancy prevention program for early adolescents. Family Relations: 
Interdisciplinary Journal of Applied Family Studies, 42, 401-406. 

Kirby, D. (2001). Emerging answers: Research findings on programs to reduce teen 
pregnancy. Washington, DC; National Campaign to Prevent Teen Pregnancy. 



469 


Kirby, D. (2007), Emerging answers 2007: Research findings on programs to reduce the 
problems of teen pregnancy and sexually transmitted disease, Washington, DC: National 
Campaign to Prevent Teen and Unplanned Pregnancy. 

Kirby, D., Barth, R., Leland, N., & Fetro, J. (1991). Reducing the Risk; Impact of a new 
curriculum on sexual risk-taking. Family Planning Perspectives, 23, 253-263. 

Kirby, D., Korpi, M., Adivi, C., & Weissman, J. (1997). An impact evaluation of Project 
SNAPP: An AIDS and pregnancy prevention middle school program. AIDS Education 
and Prevention, 9(Suppl. .A), 44-61. 

Kirby, D., Korpi, M., Barth, R. P., & Cagampang, H. H. (1997). The impact of the Postponing 
Sexual Invoivement curriculum among youths in California. Family Planning 
Perspectives, 29, 100-108. 

Koniak-Griffln, D., Lesser, J., Nyamathi, A., Uman, G., Stein. J., & Cuniberlancl, W'. (2003). 
Project CHARM: An HIV prevention program for adolescent mothers. Family & 
Community Health, 26, 94-107. 

LaChaiisse, R. (2006). Evaluation of the Positive Prevention HIV/STD curriculum for 
students grades 9-12. American Journal of Health Education, 37, 203-209. 

Landry, D, J,, Kaeser, L., & Richards, C. L, (1999). Abstinence promotion a.nd the provision 
of information about contraception in public school district sexuality education policies. 
Family Planning Perspectives, 31, 280-286. 

Levy, S. R., Perhats, C., Weeks, K., Handler, A., Zhu, C., & Flay, B. R. (1995). Impact of a 
school-based AIDS prevention program on risk and protective behavior for newly 
sexually active stndmts. Journal of School Health, 65, 145-151. 

Lieberman, L. D., Gray, H., Wier, M., Fiorentino, R., & Maloney, P. (2000). Long-term 
outcomes of an abstinence-based, .small-group pregnancy prevention program in New 
York City schools. Family Planning Perspectives, 52, 237-245. 

Little, C. B., & Rankin, A. (200 l).An evaluation of the Postponing Sexual Involvement 
curriculum among upstate New York eighth graders. Unpublished manuscript, State 
University of New York, Cortland. 

Magura, S., Kang, S., & Shapiro, J. L. (1994). Outcomes of intensive AIDS education for 
male adolescent drug users in jail. Journal of Adolescent Health, 15, 457-463. 

Main, D. S., Iverson, D. C., McGloih, J., Banspach, S. W., Collins, K., Rugg, D., et al. (1994). 
Preventing HIV infection among adolescents: Evaluation of a school-based education 
program. Preventive Medicine, 23, 409^17. 

Middlestadt, S. E., Kaiser, J., Santelli, J. S., Hirsch, L., Simkin, L,, Radosh, A., et al. (1998, 
June-July). Impact of an HIV/STD prevention intervention on urban, middle school 
students. Paper presented at the XII International AIDS Conference, Geneva, 

Switzerland. 

Morrison, D. M., Hoppe, M. J., Wells, E. A., Beadnell, B. A., Wilsdon, A., Higa, D., et al. 
(2007), Replicating a teen HIV/STD preventive intervention in a multicultural city. AIDS 
Education and Prevention, 19, 258-273. 

Nicholson, H. J., & Postrado, L, T. (1991). Girls Incorporated preventing adolescent 

pregnancy: .4 program development and research project. New York: Girls Incorporated. 

Rector, R. E. (2002). The effectiveness of abstinence education programs in reducing sexual 
activity among youth. Washington, DC; Heritage Foundation. 



470 


Rotheram-Borus, M., Gwadz, M., Fernandez, M,, & Srinivasan, S. {1998). Timing of HIV 
interventions on reductions in sexual risk among adolescents. American Journal of 
Community Psychology, 26, 73—96. 

Rotheram-Borus, M. .1., Koopman, C., Haigners. C., & Davies, M. (1991). Reducing HIV 
.sexual risk behaviors among runaway adolescents. Journal of the American Medical 
Association, 266, 1237-1241.. 

Rue, L. .A... & Weed. S. E. (2005, November). Primary prevention of adolescent sexual risk 
taking: A school-based model. Paper presented at the Abstinence Education Evaluation 
Conference: Strengthening Programs Through Scientific Evaluation, Baltimore, MD. 

Siegel, D,, Aten, iVi, & Enaharo, M. (2001). Long-term effects of a middle school- and high 
school-based human immunodeficiency virus sexual risk prevention intervention. 
Archives of Pediatrics & Adolescent Medicine, 155, 1 1 17-1126. 

Siegel D., DiCTemente, R., Durbin, M., Krasnovsky, F., & Saliba, P, (1995). Change in junior 
high school students’ AIDS-related knowledge, misconceptions, attitudes, and HIV- 
prevention behaviors; Effects of a school-based intervention. AIDS Education and 
Prevention, 7, 534-543. 

Slonini-Nevo, V.. Auslander, W. F., Ozawa, M. N., & .Tung, K. G. (1996). The long-term 
impact of AIDS-preventive inten'entions for delinquent and abused adolescents. 
Adolescence, 31. 409-421. 

Smith, P., Weinman, M., & PaiTilli, .1. (1997). The role of condom motivation education in the 
reduction of new and reinfection rates of sexually transmitted diseases among inner-city 
female adolescents. Patient Education and Counseling, 31, 77-81. 

St. Lawrence, J., Crosby, R., Belcher, L,, Yazdani, N., & Brasfieid, T. (1999). Sexual risk 
reduction and anger management interventions for incarcerated male adolescents: A 
randomized controlled trial of two interventions. Journal of Sex Education & Therapy, 
27,9-17. 

St. Lawrence. .1., Crosby, R., Brasfieid, T., & O'Bannon, R.. III. (2002). Reducing STD and 
HIV risk behavior of substance-dependent adolescents: A randomized controlled trial . 
Journal of Consulting and Clinical Psychology, 70, 1010-1021. 

St. Lawrence, J. S., Jefferson, K, W., Alleyne. E., Brasfieid, T. L., O’Bannon, R. E., Ill, & 
Shirley, A. (1995). Cognitive-behavioral intervention to reduce African American 
adolescents’ risk for HIV infection. Journal of Consulting and Clinical Psychology, 63. 
221-237. 

Stanton, B., Guo, .1., Cottrell, L., Galbraith, J., Li, X., Gibson, C., et al. (2005). The complex 
business of adapting effective interventions to new populations: An urban to rural 
ttmsfex. Journal of Adolescent Health, 37, 17-26. 

Stanton. B., Li, X., Ricardo, L, Galbraith. J., Feigelman, S., & Kaljee, L. (1996). A 
randomized, controlled effectiveness trial of an AIDS prevention program for low- 
income .African-American youths. Archives of Pediatrics tfe Adolescent Medicine, 150, 
363-372. 

Title V, Section 510 (b)(2)(A-H) of the Social Security Act (P.L. 104-193). 

Trenholm, C., Devaney, B., Fortson, K.. Quay, L., Wheeler, J., & Clark, M. (2007). Impacts 
of four Title F, Section 510 abstinence education programs. Princeton, NJ: Matheniatica 
Policy Research. 



471 


Villarruel, A., Jemmott, J., lit, & Jenunott, L. (2006). A randomized controlled trial testing an 
HIV prevention intervention for Latino youth. Archives of Pediatrics & Adolescent 
Medicine. 160. 772-777. 

Walter, H. ,1., & Vaughn, R. D. (1993). AIDS risk reduction among a multi-ethnic sample of 
urban high school staAmts. Journal of the American Medical Association, 270, 725-730. 

Weed, S. (2001). Tide F education programs: Phase I interim evaluation report to Arkansas 
Department of Health. Salt Lake City, UT: Institute for Research and Evaluation. 

Weed, S. E., Ericksen, 1. H., & Birch, P. J. (2005). An evaluation of the Heritage Keepers 
abstinence education program. Salt Lake City, UT; institute for Research and Evaluation. 

Weed, S. E., Ericksen, I. H., Lewis, A., Grant, G. E., & Wibberly, K. H. (2008). An 
abstinence program’s impact on cognitive mediators and se.xual initiation. American 
Journal of Health Behavior, 32, 60-73. 

Weed, S. E., Olsen, J. A., DeGaston, J., & Prigmore, J. (1992). Predicting and changing teen 
sexual activity rates: A comparison of three Title XX programs. Washington, DC: Office 
of Adolescent Pregnancy Programs. 

W'eed, S., Prigmore, J., & Tanas, R. (2002). The Teen Aid Family Life education project: 

Fifth year evaluation report. Salt Lake City, UT: Institute for Research and Evaluation. 

Zimmeman, R., Cupp, P., Donohew, L., Sionean, C., Feist-Price, S., & Helme, D. (2008). 
Effects of a school-based, theory-driven HIV and pregnancy prevention curriculum. 
Perspectives on Sexual and Reproductive Health, 40. 41-51. 

Zimmerman, R., Cupp, P., Hansen, G., Donohew, R., Roberto, A.. Abner, E., et al. (n.d.). The 
effects of a school-based HIV and pregnancy prevention program in rural Kentucky. 
Unpublished manuscript, University of Kentucky, Lexington. 

Author Note 

Address correspondence concerning this article to Douglas B. Kirby. ETR Associates, 4 
Carbonero Way, Scotts Valley, CA 95061; E-mail: dougk@etr.org 



472 





473 



lenotes a nonsignihcaiit effect: - denotes a signiilcani negative ei 




474 





475 





476 


Table 3, Abstinence Education Programs Versus Comprehensive Sex and STD/HIV 
Education Programs: Number of Studies Reporting Program Effects on Different Sexual 
Behaviors 





















477 



Family Planning Advocates of NYS 
1 7 Elk Street 
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Statement of Family Pianning Advocates of New York State (FPA) on the Public Health 
and Ethical Concerns with Abstinence-Only-Until-Marriage Programs and the Need for 

Comprehensive Sexuality Education 
Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 


Family Planning Advocates of New York State (FPA) is a non-profit statewide membership 
organization dedicated to protecting and expanding access to a full range of reproductive health 
services. FPA represents and is primarily funded by New York's Planned Parenthood affiliates, 
with additional support from member family planning clinics and dozens of sister organizations, 
as well as thou.sands of individual members across the state. 

As an organization committed to advancing public policies that fulfill the rights of individuals to 
comprehensive sexual and reproductive health services and education, we wish to share with the 
Committee our public health and ethical concerns regarding abstinence-only-untii-niarriage 
programs and urge you to provide the necessary oversight to bring an end to federal funding for 
these ineffective programs. New Yorkers see a true need for evidence-based, comprehensive 
sexuality education that meets the needs of all youth, and fully informs them about such topics as 
abstinence and contraception, among a variety of other topics. We are committed to using sound 
scientific evidence in promoting the health and welfare of our nation's youth and we wish to 
express our profound concern with the continuation of any funding for ab.slinence-only-until- 
marriage programs. 

At one time, New York received more than $13 million in federal abstinence-only funding each 
year. However, none of the programs implemented with the.se funds were ever scientifically 
evaluated to have any proven effectiveness in decreasing sexual activity or increasing 
contraception use among New York's youth. In fact, FPA has continually brought our concern.s 
about these programs to the New York State Department of Health and the general public . 

Scientific evidence does not support abstinence-only-until-marriage programs. The federal 
government has promoted these programs for more than 25 years even though no study in a 
professional peer-reviewed journal has found them to be broadly effective. 
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According to a report released by the Reproductive Rights Project of the New York Civil 
Liberties Union in September 2007, taxpayer-funded abstinence-only-until-marriage programs in 
New York State have used materials that rely on scare tactics, contain inaccurate and medically 
unsound information, include religious messages and leave youth unprepared to make healthy 
decisions about sexuality. The report. Financing Igtmrance: A Report on Abstinence-Only-Until- 
Marriage Ftimiing in New York, chronicles an in-depth investigation of 39 abstinence-only-uiitil 
marriage programs statewide that received federal funding through 2006. 

The NYCLU’s analysis revealed that: 

o Abstinence-only-iintil-marriage curricula used across the state contained serious medical 
inaccuracies and employ fear-based teaching methods. 

• Curricula used by 22 programs inflated rates of STls and HIV/AIDS and exaggerated 
the failure rates of condoms in preventing STIs, HIV/AIDS and pregnancy. 

• These same curricula relied on scare-tactics, presenting a list of dire consequences of 
pre-marital sexual activity; one curriculum includes in this list: “heartbreak, 
infertility, loneliness, cervical cancer, [and] poverty,” 

• Curricula used by seven programs contained falsehoods regarding abortion, telling 
students, for example, that an abortion could significantly endanger a young woman’s 
ability to have children in the future. Five programs partnered with crisis pregnancy 
centers, organizations that frequently promote inaccurate and biased views about 
abortion. 

o The same curricula demonstrated serious bias: 

• Gender stereotypes regarding the different “natures” of girls and boys with respect to 
sexuality and relationships were presented as immutable, scientific facts. For 
example, one program taught that “financial support” is one of the five “major needs 
of women,” and “domestic support” is one of the five “major needs of men.” 

• Lesbian/gay/bisexual/transgender youth were either completely ignored or demonized 
as “unnatural.” 

o At least 19 of the ftmded programs focused a significant amount of programming on after 
school recreational activities with no direct relation to sex education. 

• Instructors were not required to have special training or expertise as educators. 

• Programs were not evaluated, or even required to evaluate themselves. 

• Religious groups received more than half (53 percent) of this government funding 
without adequate safeguards against proselytizing, and religious content was included 
in some of the programming. 

This information only ftulher raises our concerns that the federal government has promoted these 
programs in our state without any oversight. We have a right to expect is that the programs are 
teaching accurate, scientific information. Yet according to the NYCLU report, that level of 
expectation is not being met by many programs here in New York State. 

Fortunately, in September, 2007, New York State made the decision to refuse federal Title V 
funding for abstinence-only programs. Commissioner of Health Dr. Richard Dairies said in a 
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statement, “The Bush administration's Abstinence Only Program is an example of a failed 
national health-care policy directive, based on ideology rather than on sound scientific-based 
evidence that must be the cornerstone of good public health-care policy.” New York State began 
redirecting its matching funds to expand comprehensive sexuality education in schools and other 
community settings that provide teens with medically accurate information and life skills to 
equip them with the necessary tools that they need to make the crucial healthy life choices 
needed for a healthy adulthood. 

New Yorkers fully support these efforts, A 2006 poll by Lake Associates found that 77 percent 
of voters in New York State support teaching age-appropriate, medically accurate sex education 
in public schools. A full 88 percent agree that all students in New York should have information 
about contraception and the prevention of sexually transmitted diseases. 

Given that 63 percent of high school seniors report having had sex in New York State (CDC, 
Youth Risk Behavior Survey, 2007), it is vitally import that we promote abstinence but do not 
ignore the thousands of students who are having sex and need to protect themselves. 
Additionally, there were nearly 40,000 teen pregnancies in New York State in 2005 (New York 
State Department of Health Vital Statistics), Some of our communities see twenty percent of 
teenage girls pregnant before they graduate high school. More must be done. 

New York’s Planned Parenthood affiliates and family planning providers remain committed to 
providing the best educational programs to young people in New York State. The goal of these 
programs is always to have improved health behavior outcomes. Only with a change in behavior 
can we expect to lower the high rates of sexually transmitted infections among young people. It 
is unconscionable to do anything less. 

We expect to do more here in New York State. FPA is part of a coalition of 1 50 organizations 
working to pass the Healthy Teens Act which would create a competitive grant program for 
school districts, BOCES, school-based health centers and community-based organizations to 
provide age-appropriate, medically accurate sex education. These coalition partners understand 
that it will take more than one sex education class to tackle these important health problems - it 
will take a community effort that includes parents, teachers, community organizations and 
leaders to make a positive impact in the lives of our young people, 

America's youth deserve real solutions that will help delay the onset of sexual activity and 
prevent unintended pregnancies and sexually transmitted infections, including fflV/AIDS. 
Abstinence-only-until-raarriage programs are not the answer. We urge Congress to stand up 
against these outrageous findings and end abstinence-only-until-marriage programs. Congress 
must act in the best interest of young people by supporting public health and education policies 
that are comprehensive, rooted in the best science, and reflect mainstream values. 


3 



Statement of the Florida Healthy Teens Campaign on the Public Health and Ethical 
Concerns with Abstinence-Only-Until-Marriage Programs and tie Need for 

Comprehensive Sex Education 

Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 

Healthy Teens Campaign is a broad-based coalition made up of 3 1 education, faith-based, 
and public health organizations that seek to improve the health and safety of Florida teens 
through comprehensive sex education. Comprehensive sex education teaches abstinence 
as well as life-saving information about other prevention methods such as condoms and 
contraceptives. 

As organizations concerned about the health and education of Florida’s young people, the 
undersigned organizations of the Florida Healthy Teens Campaign wish to share with the 
Committee our public health and ethical concerns regarding abstinence-only-until- 
marriage programs and urge you to provide the necessary oversight to bring an end to 
federal funding for these ineffective programs. There is a true need for evidence-based, 
comprehensive sex education that meets the needs of ail youth, and fully informs them 
about such topics as abstinence and contraception, among a variety of other topics. We 
are committed to using sound scientific evidence and promoting the health and welfare of 
our nation's youth and we wish to express our profound concern with the continuation of 
any funding for abstinence-only-until-marriage programs. 

Scientific evidence does not support abstinence-only-until-marriage programs. These 
programs have been funded by the federal government for over 25 years even though no 
study in a professional peer-reviewed journal has found them to be broadly effective. 
Most recently, a federally funded study of abstinence-only-until-marriage programs was 
conducted by Mathematica Policy Research Inc. on behalf of the U.S. Department of 
Health and Human Services. Released in April 2007, the study found no evidence that 
abstinence-only-until-marriage programs have achieved their goal to increase rates of 
sexual abstinence-the entire supposed purpose of the programs. This report followed the 
findings from 13 states that have evaluated their own Title V abstinence-only-until- 
marriage programs with results ranging from finding the programs ineffective to finding 
them to be harmful. 

Furthermore, in early November 2007, the National Campaign to Prevent Teen and 
Unplanned Pregnancy released Emerging Answers 2007, a report authored by Dr. 

Douglas Kirby, a leading sexual health researcher, which discussed what programs work 


6623 Gateway Avenue, Unit A * Sarasota, FL 34275 » (^1) 923-4555 * vv\vw.HealthyTeensFlorida.org 
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in preventing teen pregnancy and sexually transmitted diseases, including HIV. The 
report found strong evidence that abstinence-only-untii-marriage programs do not have 
any impact on teen sexual behavior. 

A report released by the non-partisan Government Accountability Office (GAO) in 
November 2006 added additional evidence to the already signi ficant body of knowledge 
that abstinence-only-until-marriage programs are providing very little oversigfit and have 

few mechanisms in place to measure the effectiveness of the programs. 

These programs are not supported by any of the leading national or international public 
health and medical organizations. Every major medical and public health organization, 
and all 3 i members of the Florida Healthy Teens Campaign, support a comprehensive 
approach to sex education. These include the ACLU of Florida - Reproductive Freedom 
Project, American Association of University Women, Greater Naples Branch 
Arnold Palmer Hospital for Children, Division of Adolescent Medicine, Connect to 
Protect Project, University of Miami, Connect to Protect Tampa Bay. University of South 
Florida, Florida Association of Planned Parenthood Affiliates (FAPPA), Hadassah 
Florida Central Region, Healthy Start Coalition of Pinellas, Healthy Start Coalition of 
Orange County, Healthy Start Coalition of Sarasota County, Healthy Start of St. Lucie 
County, Hispanic Latino Network, League of Women Voters, Palm Beach County, Lee 
County Health Department, National Council of Jewish Women State Public Affairs, 
Physicians for Reproductive Health and Choice. Seminole County Health Department, 
Sexuality Information and Education Council of the United States, St. Lucie County 
Health Department, Turtle Nest Village, and the YWCA of Tampa Bay 

In addition, on November 21 , 2007, ten public-health researchers sent a letter to House 
Speaker Nancy Pelosi and Senate Majority Leader Harry Reid urging Congress to reduce 
or eliminate federal support for abstinence-only-until-marriage programs, in part because 
the programs have "multiple scientific and ethical errors." We strongly support the 
researchers' conclusion that abstinence-only-until-marriage programs withhold 
"potentially life-saving information" about birth control and ignore the health needs of 
lesbian, gay, bisexual, and transgender (LGBT) youth. The letter focused on the large 
body of evidence showing that abstinence-only-until-marriage programs are ineffective in 
getting young people to delay sexual initiation, noting that, "Recent reports in 
professional publications by the authors of this letter have highlighted multiple 
deficiencies in federal abstinence-only programs." 

In November 2007, the University of Florida released a study showing that there are no 
statewide standards for sex education and Florida students receive too little information, 
too late. Unfortunately, this is not new information to Florida’s health educators and 
teachers. They know that as a result of abstinence-only programs, Florida’s teens either 
get eo information or inaccurate information in the classroom. This means that Florida 
teens get their sex education from popular culture or their peers. 

Because of a lack of factual information, Florida health educators hear myths that young 
people truly believe and repeat everyday. 
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• Myths like teen boys who believe that drinking mountain dew makes them unable 
to cause a pregnancy. 

• Myths like teens who believe that if a boy smokes marijuana he will be unable to 
cause a pregnancy. 

• Myths like boys who reported that drinking a capful of bleach was the best way to 
prevent getting HIV.tAlDS. 

Based on this lack of medically-accurate information, it is not surprising that Florida has 
the 6tti higliest teen pregnancy rate in the country' and the second highest rate of both 
AIDS and HIV." AIDS-related illnesses are the 9th leading cause of death for teens and 
teens report 31% of all newly acquired cases of sexually transmitted infections.'" 

According to 200.5 data from the CE)C, 9% of students in Florida had se.x for the first 
time before age 13 (compared to 6% nationwide). 

Ab.stinence-only programs cost not only the lives and futures of our youth, but also taxpayer 
loi lars. Between 1 99 1 and 2004 there have been more than 354, 1 00 teen births in Florida, 
tosting taxpayers a total of $8.1 billion over this period.'^’ In 2004 alone, the cost of 23,804 
airths to teen mothers, age 0-19, on Federal, State and Local Governments, and the taxpayers 
who support them - $489,158,000.'' Of the total costs, 52% were federal costs, and 48% were 
date costs. In Fiscal Year 2006, Florida received $10,700,147 in federal funds for ahstinence- 
inly-until-marriage programs and $2,521,581 in federal Title V funding specifically. In Fiscal 
Years 2006 and 2007, Florida provided $1.5 million in general revenue to make the required 
1:3 match for Title V funding. 

'loridtans reject abstinence-only programs and instead support comprehensive sex 
:ducation by a wide margin. An overwhelming 78% of registered voters support a 
proposal that would require sex education to be taught in Florida public schools, 
jeographically the support for comprehensive sex education is consistent statewide. 

Wore than 84% of voters in Miami, Tampa, Orlando and the Panhandle regions say that it 
s important to teach comprehensive sex education in public schools. And across party 
ines, there is overwhelming support among Republicans, Democrats and Independents 
Democrats 85% support -Independents 82% — Republicans 68%).^' 

Lecentiy, four Florida school districts, Brevard County, St. Lucie County, Palm Beach 
Tounty, and Hillsborough County, have soundly rejected abstinence-only cun'icula in 
avor of comprehensive sex education which provides information about abstinence and 
nethods of pregnancy and disease prevention. And editorial boards across the state are 
'oicing what Floridians believe - abstinence-only programs are not working and are 
tutting the health and safety of our youth at risk. 

The South Florida Sim-Sentine! attributed Broward Counties decline in repeat teen birth 
ates to comprehensive sex education - including information about abstinence and 
ontraception. “Federally funded abstinence-only programs have proven that a no-sex 
nessage is not enough.” According to the Sun-Sentinel, “many health e.xperts blame the 
ncreased federal funding on abstinence-only programs that do not teach how to use 
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condoms and other contraception.” “Bottom line: Programs that educate teens about 
family planning deserve credit, and must continue.””' 

According to Florida Today, abstinence-only programs “fail to persuade too many kids 
not to have sex, as studies have shown” and “also teach them contraceptives aren't worth 
the bother, because of high failure rates.” “That's dangerous misinformation, and why at 
least 14 states already have opted to turn down federal funds tagged to abstinence-only 
mandates that compromise teens' health.” “Florida teens need the facts about 
contraceptive options. It's literally a matter of life and death.””" 

The Tampa Tribune editorial recognized that “abstinence programs are no longer 
dissuading more teens from having sex” and suggested that “schools should adopt a more 
measured approach” and that young people need information about abstinence and “how 
to protect themselves.” According to the Tampa Tribune, “Most parents want a balanced 
curriculum in sex-education classes.”'^ 

Florida’s youth deserve real solutions that will help delay the onset of sexual activity and 
prevent unintended pregnancies and sexually transmitted diseases, including HIV/AIDS. 
Abstinence-oniy-until-marriage programs are not the answer. We ask Congress to end 
abstinence-only-until-marriage programs and to act in the best interest of young people 
by supporting public health and education policies that are comprehensive, rooted in the 
best science, and reflect mainstream values. 


' Guttmaeher Institute 

" Centers for Disease Control and Prevention 

Danice K. Eaton, et. a!.. "Youth Risk Behavior Surveillance— United States, 2005,’’ Surveillance Summaries, 
Morbidity and Mortality Weekly Report, vol. 55, no, SS- 5 (9 June 2006): 1- 108, accessed 26 January 2007, 

< http://www.cdc, gov/HealthvYouth/yrbs/index.htm> . 

National Campaign to Prevent Teen Pregnancy, 
httD://w\vw.teenpregnancv.ore/costs/pdf/fact sheet/FL Final.ndf 

^ National Campaign to Prevent Teen Pregnancy http://www.teenpregnancv.Org/eost s/ealc ulator.a .sp 
” Uamilton-Beattie & Staff and Public Opinion Strategies conducted a survey of 700 registered votens in 
Florida during January 2007. 

South Florida Sun-Seminel 2/12/08 
"" Florida Today, i/5/08 
'' Tampa J'ribune. 1/2/08 
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Planned Parenthoocf Affiliates, Inc. 

statement of the Florida Association of Planned Parenthood Affiliates on the Public 
Health and Ethical Concerns with Abstinence-Only-Until-Marriage Programs and 

the Need for Comprehensive Sex Edneation 

Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 

The Florida Association of Planned Parenthood Affiliates is the state public policy office 
representing six Planned Parenthood affiliates and 22 health care centers across the state 
that provide health care to over 1 1 1,000 women, men, and families and provide 
educational programs that reach more than a half million Floridians every year. We also 
represent over 1 86,000 activists and supporters who live in every county across the state. 

As the most trusted provider of reproductive health care in the country, Planned 
Parenthood does more to prevent unintended pregnancy than any other organization. In 
fact, 97% of our health services focus on preventing unintended pregnancy and the spread 
of disease. As an organization, we know best that medically-accurate, comprehensive 
sex education is the key to preventing unintended pregnancy and reducing the spread of 
disease. 

As an organization that provides reproductive health care and education programs across 
Florida, we wish to share with the Committee our public health and ethical concerns 
regarding abstinence-only-imtil-marriage programs and urge you to provide the necessary 
oversight to bring an end to federal funding for these ineffective programs. There is a 
true need for evidence-based, comprehensive sex education that meets the needs of all 
youth, and fully informs them about such topics as abstinence and contraception, among 
a variety of other topics. We are committed to using sound scientific evidence and 
promoting the health and welfare of our nation’s youth and we wish to express our 
profound concern with the continuation of any funding for abstinence-only-until- 
marriage programs. 

Scientific evidence does not support abstinence-only-until-raarriage programs. These 
programs have been funded by the federal government for over 25 years even though no 
study in a professional peer-reviewed journal has found them to be broadly effective. 
Most recently, a federally funded study of abstinence-only-iintil-marriage programs was 
conducted by Mathematica Policy Research Inc. on behalf of the U.S. Department of 
Health and Human Services. Released in April 2007, the study found no evidence that 
abstinence-only-imtil-marriage programs have achieved their goal to increase rates of 
sexual abstinence-the entire supposed purpose of the programs. This report followed the 
findings from 13 states that have evaluated their own Title V abstinence-oiily-until- 
niarriage programs with results ranging from finding the programs ineffective to finding 
them to be harmful. 


6623 Gateway Ave., Unit A • Sarasota, FL 34231 • p, 941.923.5SOO • f. 941.923,5510 
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Furthermore, in early November 2007, the National Campaign to Prevent Teen and 
Unplanned Pregnancy released Emerging Answers 2007, a report authored by Dr. 

Douglas Kirby, a leading sexual health researcher, which discussed what programs work 
in preventing teen pregnancy and sexually transmitted diseases, including HIV. The 
report found strong evidence that abstinence-only-until-marriage programs do not have 
any impact on teen sexual behavior. 

A report released by the non-partisan Government Accountability Office (GAO) in 
November 2006 added additional evidence to the already significant body of knowledge 
that abstinence-only-untii-marriage programs are providing very little oversight and have 
few mechanisms in place to measure the effectiveness of the programs. 

In addition, on November 21, 2007, ten public-health researchers sent a letter to House 
Speaker Nancy Pelosi and Senate Majority Leader Harry Reid urging Congress to reduce 
or eliminate federal support for abstinence-only-until-marriage programs, in part because 
the programs have "multiple scientific and ethical errors." We strongly support the 
researchers' conclusion that abstinence-only-until-marriage programs withhold 
"potentially life-saving information" about birth control and ignore the health needs of 
lesbian, gay, bisexual, and transgender (LGBT) youth. The letter focused on the large 
body of evidence showing that abstinence-only-until-marriage programs are ineffective in 
getting young people to delay sexual initiation, noting that, "Recent reports in 
professional publications by the authors of this letter have highlighted multiple 
deficiencies in federal abstinence-only programs." 

In November 2007. the University of Florida released a study showing that there are no 
statewide standards for sex education and Florida students receive too little information, 
too late. Unfortunately, this is not new information to Florida’s health educators and 
teachers. They know that as a result of abstinence-only programs, Florida’s teens either 
get no information or inaccurate information in the classroom. This means that Florida 
teens get their sex education from popular culture or their peers. 

Because of a lack of factual information. Planned Parenthood health educators across 
Florida hear myths that young people truly believe and repeat everyday. 

• Myths like teen boys who believe that drinking mountain dew makes them unable 
to cause a pregnancy. 

• Myths like teens who believe that if a boy smokes marijuana he will be unable to 
cause a pregnancy. 

• Myths like boys who reported that drinking a capful of bleach was the best way to 
prevent getting HIV/AIDS. 

Based on this lack of medical ly-accurate information, it is not surprising that Florida has 
the 6th highest teen pregnancy rate in the country' and the second highest rate of both 
AIDS and HIV." .AIDS-related illnesses are the 9th leading cause of death for teens and 
teens report, 31% of all newly acquired cases of sexually transmitted infections."’ 
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According to 2005 data from the CDC, 9% of students in Florida had sex for the first 
time before age 13 (compared to 6% nationwide). 

Abstinence-oniy programs cost not only the lives and futures of our youth, but also taxpayer 
dollars. Between ! 99 1 and 2004 there have been more than 354, 1 00 teen births in Florida, 
costing taxpayers a total of $8, 1 billion over this period."'’ In 2004 alone, the cost of 23,804 
births to teen mothers, age 0- 1 9, on Federal, State and Local Governments, and the taxpayers 
who support them - $489, 1 5<8,000.'' Of the total costs, 52% were federal costs, and 48% were 
state costs, in Fiscal Year 2006, Florida received $10,700,147 in federal funds for abstinence- 
only-until-marriage programs and $2,521,581 in federal Title V funding specifically. In Fiscal 
Years 2006 and 2007, Florida provided $1.5 million in genera! revenue to make the required 
4:3 match for Title V funding. 

Floridians reject abstinence-only programs and instead support comprehensive sex 
education by a wide margin. An overwhelming 78% of registered voters support a 
proposal that would require sex education to be taught in Florida public schools. 
Geographically the support for comprehensive sex education is consistent statewide. 

More than 84% of voters in Miami, Tampa, Orlando and the Panhandle regions say that it 
is important to teach comprehensive sex education in public schools. And across party 
lines, there is overwhelming support among Republicans, Democrats and Independents 
(Democrats 85% support -Independents 82% - Republicans 68%).''' 

Recently, four Florida school districts, Brevard County, St. Lucie County, Palm Beach 
County, and Hillsborough County, have soundly rejected abstinence-only curricula in 
favor of comprehensive sex education which provides information about abstinence and 
methods of pregnancy and disease prevention. And editorial boards across the state are 
voicing what Floridians believe - abstinence-only programs are not working and are 
putting the health and safety of our youth at risk. 

The South Florida Sun-Sentinel attributed Broward Counties decline in repeat teen birth 
rates to comprehensive sex education - including information about abstinence and 
contraception. "Federally funded abstinence-oniy programs have proven that a no-sex 
message is not enough.” According to the Sun-Sentinel, "many health experts blame the 
increased federal funding on abstinence-only programs that do not teach how to use 
condoms and other contraception.” "Bottom line: Programs that educate teens about 
family planning deserve credit, and must continue,”™ 

According to Florida Today, abstinence-only programs "fail to persuade too many kids 
not to have sex, as studies have shown” and "also teach them contraceptives aren’t worth 
the bother, because of high failure rates.” “That's dangerous misinformation, and why at 
least 14 states already have opted to turn down federal funds tagged to abstinence-only 
mandates that compromise teens' health,” “Florida teens need the facts about 
contraceptive options. Ifs literally a matter of life and death.”''"' 

The Tampa Tribune editorial recognized that “abstinence programs are no longer 
dissuading more teens from having sex” and suggested that “schools should adopt a more 


3 



487 


Florida Association of Planned Parenthood Affiliates 


measured approach” and that young people need information about abstinence and “how 
to protect themselves.” According to the Tampa Tribune, “Most parents want a balanced 
curriculum in sex-education classes.”'’' 

Florida’s youth deserve real solutions that will help delay the onset of sexual activity and 
prevent unintended pregnancies and sexually transmitted diseases, including HIV/AIDS. 
Abstinence-only-until-marriage programs are not the answer. We ask Congress to end 
abstinence-oniy-until-marriage programs and to act in the best interest of young people 
by supporting public health and education policies that are comprehensive, rooted in the 
best science, and reflect mainstream values. 


' Guttmacher Institute 

" Centers for Di,sease Control and Prevention 

Danice K. Eaton, et, at, "Youth Risk Behavior Surveillance-United States, 2005," Surveillance Summaries, 
Morbidity and Mortality Weekly Report, vot 55, no, SS- S (9 June 2006); G 108, accessed 26 January 2007, 

< hrtp;//^vww, cdc.gov/HeaithyYGurh/yrbs/index.htm> . 

National Campaign to Prevent Teen Pregnancy. 
http://ww\v.teenpregnancv.org/costs/pdf/fact sheet/FL Final.pdf 

' National Campaign to Prevent Teen Pregnancy htlpy'/'wtvw.teenpregnancv.Qrg/coste/calculator.asD 
" l lamilton-Beattie & Staff and Public Opinion Strategies conducted a survey of 700 registered voters in 
Florida during .lanuary 2007. 

South Florida Sun-Sentinel 2/12/08 
Florida Today, 1/5/08 
“ Tampa Tribune, 1/2/08 
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Statement of FutureNet on Abstinence-Only-Until-Marriage Programs 
and the Need for Comprehensive Sexuality Education 

Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 


FutureNet, the Iowa Network for Adolescent Pregnancy Prevention, Parenting, 
and Sexual Health, rejects the practice and funding of abstinence-only education in 
the state of Iowa. 

As the leading state organization in Iowa for evidence-based teen pregnancy 
prevention strategies, FutureNet believes it is imperative that all adolescents receive 
comprehensive, age-appropriate, and medically accurate sexual health information. 
Further, as much as possible, the delivery of this content should be planned, 
provided, and evaluated using science-based strategies. Research continues to show 
that abstinence-only education fails to delay sexual initiation, reduce numbers of 
sexual partners, or prevent pregnancy in adolescents. FutureNet challenged the 
State of Iowa to take a stand against the irresponsible, ineffectual use of tax dollars 
by refusing any further federal abstinence-only funding. 

In late February, 2008, Governor Chet Culver decided to reject federal 
funding for the state's abstinence-only education program provided under Title V of 
the Social Security Act. Iowa became the I?'” state to reject federal funding and this 
will become effective starting Fiscal Year 2009. Governor Culver's decision came 
shortly after Dr. Doug Kirby of ETR Associates presented at FutureNet's State Policy 
Briefing at which he discussed both abstinence-only and comprehensive sex 
education programs. Kirby's research, published in Emerging Answers 2007: 
Research Findings on Programs to Reduce Teen Pregnancy and Sexually Transmitted 
Disease, concluded that the only programs with strong evidence to delay sexual 
initiation were comprehensive sex education programs. Sex education programs 
that emphasize both abstinence and the use of condoms and contraception are 
realistic and most effective in achieving positive sexual health outcomes in 
adolescents. 
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Des Moines, lA 50310 
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FutureNet is not opposed to abstinence. Abstinence from any risky sexual 
behavior is the only completely effective way to prevent unintended pregnancy and 
the spread of sexually transmitted infections, including HIV. We are opposed to 
policies that deny young people age-appropriate, medically accurate information 
about contraception and condoms— information that can save their lives. 

Abstinence-only programs do not change teen sexual behavior. In 2007, the 
10-year congressionally mandated study, conducted by Mathematica Policy Research 
Inc., found that youth in the abstinence-only programs did not abstain from sex and 
had as many sexual partners as those who did not have abstinence-only education. 

In short, the abstinence-only programs did not change teen sexual behavior. 

Evaluations repeatedly show that abstinence-only education doesn't work. 
The National Campaign to Prevent Teen and Unplanned Pregnancy commissioned a 
study in 2007 to examine both comprehensive and abstinence-only education 
programs. The study, Emerging Answers 2007: Research Findings on Programs to 
Reduce Teen Pregnancy and Sexually Transmitted Disease, authored by Douglas 
Kirby, Ph.D., a leading researcher in adolescent health, found that the only programs 
that delayed sexual initiation were comprehensive sex education programs. 

Moreover, the report clearly states, "there does not exist any strong evidence that 
any abstinence program delays that initiation of sex, hastens the return to 
abstinence, or reduces the number of sexual partners . " 
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Statement of Get Real! Indiana Coalition to Promote Public Health and 
Ethical Concerns with Abstinence-Only-Until-Marriage Programs and the 
Need for Comprehensive Sexuality Education 

Committee on Oversight and Government Reform 

Submitted for the Record 

April 25, 2008 

Get Real, Indiana! is a coalition of organizations calling for medically accurate, 
age-appropriate, affirming sexuality curricula for Indiana students. We represent 
numerous Indiana-based research organizations, wellness centers, health 
organizations and college campus-based groups which believe that 
comprehensive sexual education in public schools is an important tool to help 
Hoosier citizens lead overall healthy lives. 

As a coalition concerned about the health and education of Indiana’s young 
people, the undersigned organizations of Get Real want our voices heard, and 
wish to share with the Committee our public health and ethical concerns 
regarding abstinence-only-until-marriage programs and urge them to provide the 
necessary oversight to bring an end to federal funding for these ineffective 
programs. 

Here in Indiana, our teen pregnancy rate is higher than the national average 
(31 Hoosier teens become pregnant every day), and there was even a 
recent syphilis warning heard around the state due to the high increase in 
outbreaks. 

There are currently 43 statewide organizations working to ensure that the above 
stated problems are addressed appropriately. We believe that: 

• Parents have the right to choose a suitable sexuality curriculum for their 
children. 

* Education is the key to a healthy and vibrant community. 

* Truly honest sex education seeks to help all young people garner 
information and skills about taking care of their sexual health and make 
responsible decisions. 

• Comprehensive sex education is absolutely necessary for our youth to be 
able to avoid ignorance, unintended pregnancies and sexually transmitted 
diseases. 

We feel the current pregnancy rates and STI problems provide the evidence that 
there is a true need for evidence-based, comprehensive sexuality education that 
meets the needs of all youth, and fully informs them about such topics as 
abstinence and contraception, among a variety of other topics. We are 
committed to using sound scientific evidence and promoting the health and 
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welfare of our nation's youth and we wish to express our profound concern with 
the continuation of any funding for abstinence-onty-until-marriage programs. 

Get Real! Indiana is dedicating to ensuring that in the future, Hoosier citizens will 
have the medically accurate, non-discriminatory, age-appropriate information 
they need to make healthy decisions about their own sexuality. We ask that you 
also consider the same. 
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Mn Chairman and members of the Committee, thank you for the opportunity to 
submit this testimony regarding funding of abstinence-only programs. My name is 
.(oyce Roche, and I am the President and CEO of Girls Incorporated, the national 
non-profit youth organization that inspires all girls to be strong, smart, and bold. On 
behalf of Girls inc., our more than 80 local affiliates, and the girls that we seive, I 
want to share with you our stance against continued federal funding of abstinence- 
only programs. 

Girls Incorporated believes that for young people, abstinence should be the first 
choice. Through our Girls inc. Preventing Adolescent Pregnancy program, we 
combine a strong abstinence message with concrete skills needed to say no to sex, 
including refusal skills, avoiding risky situations, and finding a positive peer group. 
Additionally, we affirm, and teach, that the only certain way to avoid sexually 
transmitted diseases is to avoid sexua! activity. Finally, we recognize that the 
family is the primary source of information about sex and we help girls and young 
women communicate with their families about sexuality. 

Giris inc. also believes, however, that to make responsible decisions about 
sexuality, pregnancy, and parenthood, girls need and have the right to sensitive, 
comprehensive sexuality education. Young people face many challenges in 
navigating their adolescent years. However, they also show tremendous resilience, 
responsibility, and judgment when availed of resources and skills they can use to 
build a positive future for themselves. We have learned that giving youth 
information and responsibility increases the chance they will use it wisely. 
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Girls Incorporated works proactively to deliver comprehensive sex education, an 
approach that gets proven, positive results. A three-year evaluation of Girls Inc. 
Preventing Adolescent Pregnancy*, published in 1991, found that older teens who 
completed the program were half as likely to have sex and one-third as likely to get 
pregnant in the year following the program as those who participated less or not at 
all; younger teens who completed the program were half as likely to have sexual 
intercourse as those who participated less or not at all.’ 

By contrast, significant scientific evaluations of abstinence-only education conclude 
that abstinence-only education is not effective, and, in fact, can be hamiful. 

A 2007 study of federally funded abstinence-only education programs, authorized 
by Congress and conducted for the U.S. Department of Health and Human Services 
by Matheraatica Policy Research, Inc. found that the abstinence-only programs 
studied had no effect on sexual abstinence of youth." The study was targeted to 
evaluated program impacts upon youth behavior, including sexual abstinence, risks 
of pregnancy and sexually transmitted diseases (STDs), and other outcomes. The 
study surveyed 2,057 U.S. students who participated in four abstinence-only 
programs in late elementary and middle school, as well as students in the same 
grades who did not participate in such programs. Key findings in the study are that; 

• Youth in the abstinence-only programs were no more likely than youth not 
in the programs to have abstained from sex in the four to six years after they 
began participating in the study. 

» Youth in the abstinence-only programs had similar numbers of sexual 
partners as those not in the programs (more than one-third of both groups 
had two or more sexual partners). 

» Youth in the abstinence-only programs initiated sex at the same mean age 
( 1 5) as those not in the programs, 

» Youth in both groups had almost identical rates of unprotected sex (17% of 
both groups reported having had sex and only sometimes using a condom; 
and 4% of the students in both groups reported having had sex and never 
using a condom) but youth in the abstinence-only programs were less likely 
to believe that condoms prevent STDs, according to the report. 


Nichoison, H, J, & Postrado, L.T. (1992). A comprehensive age-phas^ appro^h: Girls Incorporated In Miller, B., Card, J., F^aikoff, 
R., Peterson, .!. (Eds.), Prei'enirng Adolescent Pregnancy (pp. 1 10-138). Newbury Park, CA: Sage Puhlicalions and Girls Incorporated. 
( 1991 ). Truth, trust and tecbnokigy: New research on preventing adolescent pregnancy. New York; Author. 

“ Barbara Devaney et al, Mathematica Policy Research, Inc., The Impacts of Four Title V, section 5I0Ahstmei}ce HihicaUfm 
Prognum. !-'ina! Report 200 g 
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In a study conducted by Texas A&M in 2004 of five self-seiected "abstinence 
education” contractors, the analysis revealed that the percentage of students 
reporting having ever engaged in sexual intercourse increased for nearly all ages 
between 1 3 and 1 7, ^ 

The consequences of teenage pregnancy and childbirth are devastating to both 
mothers and babies and harmful to fathers. The Robin Hood Foundation reports that 
40 percent of girls who begin families before age 20 will not complete high school 
or a GED by age 30,“* Many teenage mothers end up raising their children alone and 
in poverty. Children born to teen mothers are at risk of premature birth, low 
birthweight, lower academic achievement, more behavior and emotional problems, 
and greater likelihood of becoming teenage parents themselves. Teen fathers are 
more likely to engage in delinquent behaviors and to use alcohol routinely, deal 
drugs, or quit school. 

Most recently, the Centers for Disease Control and Prevention released a study in 
March 2008 that estimates that I in 4 young women between the ages of 1 4 and i 9 
in the United States - or 3.2 million teenage girls - is infected w'ith at least one of 
the most common sexually transmitted diseases. The .study also found disturbing 
racial differences, as 48% of young African-American women are infected with an 
STD.^ The findings in this study warrant a response that is rapid, effective, and 
based on science. 

Girls Inc. joins our nation’s leading medical associations, child welfare 
organizations, and most Americans in advocating comprehensive sex education as 
the soundest approach to helping young people avoid pregnancy and sexually 
transmitted diseases and infections. During a time when families are losing their 
homes, children are going without meals, and the healthcare crisis is reaching 
epidemic proportions, we respectfully submit that continued federal funding for 
abstinence-only education damages the public trust in Congress and does a 
disservice to the families and girls we serve. 

Thank you for the opportunity to contribute to this important debate. 


Girls incorporated® is a national nonprofit organization that inspires a!i girls to be strong, smart, and 
bold^^. W ith local roots dating to 1 864 and national status since i 945, Girls Inc. has responded to 
the changing needs of girls and their communities through research-based programs and advocacy 
that empower girls to reach their fitli potential and to understand, vaiue, and assert their rights. 
Programs focus on science, math, and technology, health and se.xuaHty, financial literacy, sports, 
leadership and advocacy, and media literacy for girls ages 6 to 18 throughout the United States and in 
Canada. 


^ Patricia Gifodsoti. ct al., AbsUmnce Education Evalmtion Phase 5; Tec}micat Refwrt StatiGiv TX: IX'panmeiUofJfatikh & 

Kinesiofogy-i'e.sas A&M University, 2004X 170-172. 

^ Rebecca Maynard, Kkh Having Kids: A Robin Hood Foundation Special Report on the ihsr.s of Aclolvscenii'hildlwuiing . 1996. 
hup;.’. WWW. robin hood org/aR>foac{vKHK.pdf 
http:,*.’’\vw\v,cdc.sjov/stdconferenca'2(X18j'medi^'re}ease-Umaich2(K)8.htei 


3 



495 


iUTTMACHER. 


April 28, 2008 


Rep. Henr>' A. Waxman, Chairman 
Committee on Oversiglit and Government Reform 
U.S. House of Representatives 
2157 Rayburn House Office Building 
Washington, D.C. 20515 

Dear Chairman Waxman, 

Thank you for the opportunity to submit a statement for the record in connection with the 
Committee’s hearing titled, “Domestic Abstinence-Only Programs: Assessing the Evidence,” 
held on Wednesday, April 23, 2008. Through its work as an independent, not-for-profit 
organization focusing on sexual and reproductive health research, policy analysis and public 
education in the United States and internationally, the Guttmacher Institute has developed and 
analyzed a great deal of information on sex and American’s teenagers and on the effectiveness 
of the federal abstinence-only-until-marriage programs. 

Since 1996, when a major overhaul of the nation’s welfare policy led to a massive escalation of 
funding in this area, the federal govemment has spent well over one billion dollars to promote 
premarital abstinence among young Americans, through highly restrictive programs that ignore 
or often actively denigrate the effectiveness of contraceptives and safer-sex behaviors. 
Currently, 1 7 stales have declined to apply for the annua! abstinence education grants set aside 
for them under Title V of the Social Security Act. More than 12 million adolescents, 42% of 
young people aged 12-18 nationwide, are living in the states that have passed up Tide V 
abstinence-only funding. At the same time, more than SU3 million in abstinence-only funds 
continue to flow directly from the federal government to community and faith-based 
organizations, primarily under the Communiw-based Abstinence Education (CBAE) program. 

Evidence forcefully demonstrates that the current U.S. emphasis on stopping teens from having 
sex is out of touch with young people’s lives and needs. The attached article — “The Case for a 
New Approach to Sex Education Mounts; Will Policymakers Heed the Message?” published in 
the Spring 2007 Guttmacher Policy Review — ^summarizes in one place the relevant research 
and shows JiLst how dysfunctional the U.S. government’s approach to sex education is. The 
article makes the following six points; 

• While most people would a^ee that teens, especially younger teens, should be 

encouraged to delay sexual activity, the fact remains that most young women and men 
will become sexually active during their teenage years, or very soon thereafter. 
Therefore, the challenge is in helping teens, especialiy young teens, delay sexual 


Advsneing sexii^ and workivrid* throuf^ rfts«8r^, pdKey afiatysis md 
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initiation, while also preparing them with the information and skills needed to protect 
themselves and their partners when they do become sexitaily active. 

* Contraceptive use plays a critical role in preventing teen pregnancy. Teen birth and 
pregnancy rates declined impressively between 1991 and 2005. Research indicates that 
the vast majority of the decline (86%) was the result of dramatic improvements in 
contraceptive use. 

» Contrary to the tenets of abstinence-only-until-marriage education, premarital sex is 
nearly universal. By the time they reach age 44, 99% of Americans have had sex, and 
95% have done so before marriage. 

• A recent congressionaily mandated evaluation of federally funded abstinence-only 
programs by Mathematica Policy Research-conducted over nine years at a cost of 
almost $8 million— found that these programs have no beneficial impact on young 
people's sexual behavior. Teens who participated in the programs were no more likely 
to abstain than those who did not. 

* Comprehensive sex education can assist young people in the transitions inherent in 
adolescence by helping them both '‘delay” and “prepare.” There is strong evidence that 
comprehensive sex education can effectively result in delays in sexual initiation among 
young people, even as it increases condom and overall contraceptive use among 
sexually active youth. 

• Most Americans believe that sex education should promote abstinence and provide 
information about the effectiveness and benefits of contraception. According to the 
results of a 2005-2006 nationally representative survey of U.S. adults, published in the 
Archives of Pediatrics and Adolescent Medicine, 82% of those polled support a 
comprehensive approach, and 68% favored instruction on how to use a condom; only 
36% supported abstinence-only education. 

The time has come for Congress to make a more significant break from the past. We call on 
Congress to end federal funding for abstinence-only-until-marriage programs and, instead, to 
put these funds toward evidence-based programs that will give teenagers the information and 
guidance they need — both to withstand pressure from their peers and the media to have sex too 
soon, and to have healthy, responsible, mutually protective relationships when they do become 
sexually active. 

Sincerely, 





Cory L. Richards 
Executive Vice President 
Vice President for Public Policy 


Advancing sexual and reproductive health worldwide through research, policy analysis and public education 
1301 Connecticut Ave.nue N.W., Suite 700 j Washington, DC 20036 | Tei 202.296.4012 ; Fax 202,223,5756 ! www,guttmacher.Qrg 
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The Case for a New Approach to Sex Education Mounts; 
Will Policymakers Heed the Message? 

By Heatiier D. Soonstra 


bstinence-only-until'marriage education 
is a key component of social conserva- 
tives' global moral and religious 
agenda, and the cornerstone of the 
Bush administration's approach to reducing U.S. 
teen pregnancy and sexually transmitted infec- 
tion {STt} rates. Since 1998, when a major over- 
haul of the nation's welfare poiicy prompted a 
massive escalation of funding in this area, the 
federal government, with mandatory matdiing 
grants from the states, has spent well over one 
billion dollars to promote premarital abstinence 
among young Americans, through highly restric- 
tive programs that ignore or often actively deni- 
grate the effectiveness of contraceptives and 
safer-sex behaviors. 

Fearful of being portrayed as anti-abstinence, 
policymakers have continued to support these 
rigid, ideologically driven programs even though 
there is clear evidence— including compelling 
recent evidence from a long-awaited, congres- 
sionaliy mandated report on federally funded 
abstinence-only-until-marriage programs— that 
they are not effective in stopping or even delay- 
ing teen sex. In fact, the federal government has 
been supporting and evaluating single-purpose 
abstinence promotion programs since the early 
19808, and there is now evidence suggesting that 
they may be harmful to young people in the long 
term. Meanwhile, there is still no comparable 
federal program to support comprehensive 
approaches that promote delayed sexual activity 
as well as protective behaviors for when young 
people do initiate sex, even though such pro- 
grams have been shown to be effective at 
accomplishing both. 


Adding to the body of evidence on sex education 
approatStes and teen sexual behavior, three new 
studies from Guttmacher Institute researchers 
forcefully demonstrate that the current U.S. 
emphasis on stopping teens from having sex is 
out of toucii with young people's lives and needs. 
The question that now presents itself is whether 
the new Congress may at long last be ready to 
change course and, if so, how far and how fast. 

Bestrictive PoHcy 

The Bush administration has recommended that 
a total of S204 million be spent on abstinence- 
only-until-marriage education in FY 2008, up 
from S176 million in the current fiscal year. Of 
that, $50 million goes automatically to the states . 
for abstinence education programs that must 
conform to a highly restrictive eight-point defini- 
tion enshrined inTitleV of the Social Security 
Act. Some of the more controversial components 
of this definition include teaching that "a mutu- 
ally faithful monogamous relationship in context 
of marriage is the expected standard of human 
sexual activity" and that "sexual activity outside . 
of the context of marriage is likely to have harm- 
ful psychological and physical effects." Because 
one of the planks of the eight-point definition 
requires funded programs to have as their 
"exclusive purpose" the promotion of abstinence 
outside of marriage, these programs are barred 
from providing any information that could be 
construed as promoting or advocating contra- 
ceptive use. In practice, programs have a choice 
between not discussing contraceptive methods 
at all or doing so in a negative manner by 
emphasizing their failure rates. Moreover, as of 
last year, state programs must now target "ado- 
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iescents and/or adufts within the 12- through 29- 
year-old age range" in their programming, sig- 
naling that the federal government will no longer 
allow states to use their federal funds to support 
programs targeting only preadolescents. 

Some states have found the rules that govern the 
abstinence program so restrictive that they have 
decided to turn down the funding altogether, in 
March, Ohio Gov, Ted Strickland (0) announced 
that his administration will not reapply forTitieV 
abstinence education funds when the current S1.6 
million grant expires. Ohio joins a growing list of 
states — among them, California, Maine, New 
Jersey and Wisconsin — that have said they cannot 
accept the federal government’s restrictions. 

The lion's share of abstinence program dollars 
bypass state governments altogether and go 
directly to local organizations, including faith- 
based groups. Recipients of grants under the 
Community-Based Abstinence Education (CBAE) 
program must comply with the stringent rules 
that govern the states — only CBAE is even more 
rigid. Its guidelines expand on the definition of 
what constitutes a fundable abstinence program 
to 13 "themes” and expound at length on the 
recommended curricula content {related article, . 
Winter 2006, page 19). CBAE is a favorite among 
social conservatives, and funding for the pro- 
gram— currently at 5113 million— has risen 465% 
since its inception just five years ago. Indeed, all 
of the 'increases for abstinence-only education in 
recent years have gone to the CBAE program. 

New Research 

In the last few months alone, Guttmacher 
Institute researchers have published three stud- 
ies that, when viewed together, demonstrate just 
how dysfunctional the U.S. government's 
approach to sex education is.The first, published 
in the December 2006 issue of Perspectives on 
Sexual and Reproductive Health, analyzes trends 
in the provision of school-based instruction 
about contraception and abstinence between 
1995, the year before enactment of the welfare 
reform law, and 2002, it shows that during this 
period in which abstinence-only funding grew 
exponentially, the proportion of U.S. teens who 
had received any formal instruction about birth 


control methods declined sharply, while the pro- 
portion who received only information about 
abstinence more than doubled isee chart). 

Equally important, many did not get birth control 
information when they needed it most, in 2002, 
only slightly more than half of sexually experi- 
enced males and six in 10 females had received 
any instruction about birth control methods 
before they first had sex. Minority and low- 
income youth were especially disadvantaged: 

For example, only one-third of black males had 
received instruction about birth control prior to 
first sex, compared with two-thirds of their white 
peers. And teens living below 200% of poverty 
(an annual income of $34,340 for a family of 
three) were less likely than their higher-incoma 
peers to have received birth control education 
before first sex {see chart, page 4). 

This trend is all the more disturbing considering 
the critical role of contraceptive use in preventing 
teen pregnancy.The second study, by researchers 
from Guttmacher and Columbia University, ana- 
lyzes the relative contributions of abstinence and 
contraceptive use to the 24% decline in the U.S. 
teen pregnancy rate seen during the same 
1995-2002 period. This study, published in the 
January 2007 issue of the American Journal of 



Over just seven years, the proportion of teens receiving information an birth 
control dropped precipitously; in its place, education only about abstinence. 
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Public Health, finds that the decline occurred pri- 
marily because teens were using contraceptives 
better, Examining data from two rounds of a 
large-scaia national survey, the researchers con- 
clude that the vast majority of the decline (86%) 
was the result of dramatic improvements in con- 
traceptive use, including increases in the use of 
individuaf methods, increases in the use of multt' 
pie methods and substantial declines in nonuse. 
Just 14% of the decline could be attributed to a 
decrease in sexually activity. 

Not surprisingly, abstinence played a greater role 
among younger teens aged 15-17, but even 
among this age-group (in which sexual activity 
declined a healthy 17%. between 1995 and 2002), 
oniy 23% of the decline in teen pregnancy could 
be attributed to decreased sexual activity. Among 
18-19-year-olds, there was no change in sexual 
activity during this period; accordingly, the preg- 


nancy rate decline among this group was entirely 
attributable to improved contraceptive use. 

The third study demonstrates how unrealistic the 
goal of abstinence until marriage is now and has 
been for decades. According to the study, pub- 
lished in the January/Tebruary 2007 issue of 
Public Health Reports, premarital sex is normal 
behavior for the vast majority of Americans: By 
the time they reach age 44, 99% of Americans 
have had sex, 95% have done so before marriage 
and 74% have done so before age 20. Even 
among those who abstain from sex until age 20 
or older, 81% eventually have premarital sex. 
(The typical age of marriage is currently 25 for 
women and 27 for men.) Further, contrary to 
public perception that premarital .sex is much 
more common now than in the past, the study 
shows that even among women who were born 
in the 1940s, nearly nine in 10 had sex before 
marriage (see chart). 

What Should Be Done? 

Most people would agree that teens, especially . 
younger teens, should be encouraged to delay 
sexual activity. Sex among very young adoles- 
cents is frequently involuntary, at least to some 
degree; It may involve a partner who is substan- 
tially older, which may make it hard for such 
teens to resist their partner's approaches or to 
insist on using condoms or other contraceptive 
methods. Teens who have sex at a young age 
tend to have relatively unstable relationships and 
quickly acquire other sexual partners, which 
increases their risk of exposure to STIs. And 
young teenagers who get pregnant are rarely, if 
ever, in a position to support and raise a child. 

The fact remains, however, that although only, 
13%. of teens have ever had sex by age 15, 
sexual activity is common by the late tsen years. 
By their 19th birthday, seven in 10 teens of both 
sexes have had intercourse. Therefore, the chal- 
lenge is in helping teens, especially young teens, 
delay sexual initiation, while also preparing them 
with the information and skills needed to protect 
themsefves and their partners when they do 
become sexually active. 

The good news is that comprehensive sex educa- 
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tion can assist young people in the transitions 
inherent in adolescence by helping them delay 
and prepare. According to Douglas Kirby, a senior 
research scientist at ETR Associates who has ana- 
lyzed hundreds of program evaluations, there is 
strong evidence that comprehensive sex educa- 
tion can effectively delay sex among young 
people, even as it increases condom and overall 
contraceptive use among sexually active youth. 
This is in sharp contrast to what can be said about 
the effectiveness of abstinence-only education. 

A recent, congressionaliy mandated evaluation of 
federally funded abstinence-only programs by 
Mathematica Policy Researdi — conducted over 
nine years at a cost of almost SB million — found 
that these programs have no beneficial impact on 
young people’s sexual behavior. As Kirby puts it, 
we can no longer say the jury is out on absti- 
nence-oniy until-marriage programs fsee box). 

To the extent that they ignore contraception and 
the benefits of safer-sex practices generally, 
abstinence-only programs do nothing to help 
prepare young people for when they will become 
sexually active. And some abstinence-only pro- 
grams may be doing long-term damage by 
deterring contraceptive use among sexually 
active teens, increasing their risk of pregnancy 
and STIs. According to research by Hannah 
Bruckner and Peter Boarman published in the 
Journal of Adolescent Health in 2005, the major- 


ity of teens enrolled in grades 7-12 in 1995 who 
pledged to remain virgins until marriage had sex 
before marriage or by the time of a foiiow-up 
survey in 2001-2002. Fuithermore, compared 
with those who never took a pledge, “pledge 
breakers” were less likely to use condoms and to 
seek testing and treatment for STIs, and just as 
likely to test positive for STIs, 

Turning Point? 

Counter to the priorities of the Bush administra- 
tion and social conservatives, most Americans 
believe that sex education should promote absti- 
nence and provide information about the effec- 
tiveness and benefits of contraception. According 
to the results of a 2005-2006 nationally represen- 
tative survey of U.S. adults, published in the 
Archives of Pediatrics and Adolescent Medicine, 
there is far greater support for comprehensive 
sex education than for the abstinence-only 
approadt, regardless of respondents' political 
leanings and frequency of attendance at religious 
services. Overall, 82% of those polled supported 
a comprehensive approach, and 68% favored 
instruction on how to use a condom; only 36% 
supported abstinence-only education. These 
results are consistent with those from a range of. 
previous surveys among adults, parents, teach- 
ers and young people. 

Over the last several years, various measures 


IQ Had premarital sex ( No prsmaHtal sex 
Noai' f’Kfcentagcs are of Americans w4io hadpremsntat sex by sgs 44. Sitarce: Pi-biic HesHh P.spons, 2007. 
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have been proposed in Congress to address the 
disconnect betweert young people's need for 
realistic sex education and the hard-line absti- 
nence-only approach embodied in current federal 
law, The more modest of these proposals have 
sought to curb the most grievous excesses of the 
current policy. One such proposal, for example, 
would require medical accuracy in abstinence- 
oniy educational materials, after a Government 
Accountability Office report raised ^rious con- 
cerns on that score. Another would remove the 


most unscientific and ideologically driven planks 
in the eight-point definition of abstinence educa- 
tion, sudi as ftre one requiring grantee.? to teach 
that sex outside of marriage is likely to be physi- 
cally and psydiologically harmful. As far back as 
2002, Sen. Max Baucus (D-MT) proposed a "state 
flexibility" approach, which would give states the 
option of using their allotments to promote 
abstinence according to the eight-point definition 
or to teach abstinence within a more comprehen- 
sive sex education program. 


A Sm Education Expaft Discusses Ae State of tfae Evidence on Froqrams 


Fni I ii<- r>''- years, Douglas Kifty 
II £T‘^ i-U-jc ies has studied sdolas- 
ot u'b'a vior and prograrus 
(/' s jHi'.i t ! that tehayior. In 

Mil iindenne auspices of ths 
National Caimaig.r- to Prevent Teen 
Pregnancy, he authored Emerging 
Answers: Research Findings on 
Programs to Reduce Teen pregnancy, 
wivi:h anaiytml the impact evalua- 
tions of rmm than IDO teenage preg - . 
/■ii3f(f;y/wtivenf/on programs across the 
couiitiy that met rigannis research 
standards. He is currently updating 
this repent and witi publish Emerging 
Answers 2i)07 Inter this year. 

H8; A major conclusion of your 2001 
report, Emerging Answers, was that 
comprehensive programs that urge 
teens to postpone havmg sex but also 
help teens to engage in protective 
behaviors are effective at doing botit. 
At the same time, the report con- 
cluded that time WHS no reliable evi- 
dence to support the effectiveness of 
abstinence-only education. Is this still 
Uve today? 

OK; The evidence that comprehensive 
programs work has only heconm 
strongsr oyer me. in a recent review 
of some 81) studios that measure the 
impant of camprehsnsivs programs, 
/vt'c in three progrums had a signifi- 
opnt positive impact on behavior. ■ 


Many either dalaysd or reduced 
sexual activity, or increased condom 
or contraceptive use. Atisosi W 
interventions had long-ter.m behav- 
ioral effects lasting two or more 
years; some lasted three or more 
years — as long as the effects ivers 
measured. 

What is particularly encouraging 
about the evidsnes from these studies 
of comprehensive sex and HIV educa- 
tion programs is that when some cur- 
ricula that were found to be effective 
in one study were implemented by 
other educators in other states and ' 
evaluated by independent research 
teams, they rema/ned effective if they 
were implemented with fidelity in the 
same type of setting and with similsr 
youth. 

HB; As you know, opponents of com- 
prehensive sex education argue that 
encouraging abstinence nftde pro- 
moting the use of condoms and other 
forms of contraception for those who 
are sexually active only sends a 
mixed message that will result in 
increased sexual behavior. Is there 
any evidence to support that fear? 

OK: No, in betthe evidence is very 
strong that comprehensive programs 
do not increase sexual behavior. 

HB: And what about abstinence-only 
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funding and evaluating abstinence 
proworion inten'entions since the' ' 
oorly iSSOs. Six years later, and widr 
many mare programs evakisited and 
dollars spent is the jury still out? 

OfC At least with regard to the absti- 
nencd-only-until marriage pivgranis , 
currently being promoted unclsr fed- 
eral policy, we am no longer say the 
jury is out. 

Until recently, there had been very 
few rigorous studies conducted on 
abstinenco-orily programs artd even 
fewer studies of programs 'that meet 
the strict federal Tillv V ragwrements. 
The evaluation by Mathemfitica 
Policy Research changes all of that, 
and its impoftanca cannot be denioct 
This rt'ascS rigoivus, ninti-year study 
that focused on four abstinencs-only- 
uniil-marriage programs, ell of which 
met the eight-point definition stipu- 
lated in Tide V and were considered 
by stare officials and abstinoncs sdu- 
caiion exports to bo especially prom- 
ising. The study used an Bxpiiriment!}i 
design and followsd more than 2,000 
t0ens—-a very largo sampl»--who 
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Ultimately, however, most opiponents of absli- 
nence-only-untii-marriage education argue that 
the time has come for Congress to make a more 
significant break from the past. In light of the 
changed political climate and the more robust 
body of research in support of a comprehensive 
approach, they are calling on Congress to throw 
its support behind the Responsible Education 
About Life (REAL) Act, sponsored by Reps. 
Barbara Lee tO-CA) and Christopher Shays (R-CT) 
in the House and Frank R. Lautenberg {D-NJ) in 


the Senate.The REAL Act would support state pro- 
grams that operate under a nine-point definition 
of “family life education" that stands in sharp con- 
trast to the eight-point definition of abstinence- 
only education. According to Lee, "We should 
absolutely be teaching young people about absti- 
nence, but we shouldn't be holding back informa- 
tion that can save lives and prevent unwanted 
pregnancies." wysTw-gassiaolisrorg 


Wf'j'e ninrioir^iV assigneti to a program 
group or ii coi):!gI group. Oo.to were 
ooliBirind from ti>is sPMlvssmple 
through a senax pf four siir/sys: the 
most recent and final st^.' vey i-vas 
complstod betwesn 2005 and 20t^, 
four ti3 six years after study enroil- 
menl The response rate on this 
saivoy was very high, ranging from 
80% to 84%. All in all, this was a very 
wiill done study. 

Thu iivaluiition found that none of the 
programs had a ststisticalty signifi- 
cant beneficial impact on young 
people's sextisi behavior. In fact, I 
was surprised by just how flat the 
results were. Teens who participated 
in the programs were no rtme likely 
to abstain than those who did not. 
'Those who reported ha ving had sex 
did so at the same age and had simi- 
lanmmbars of sexual partners. Ths 
only good piece of news we.'? that 
youth who partkdpnUid in the pro- 
grams weirs no less likely to use con- 
doms or other forms of contraception. 

H8: So., what about abstinence eelii- 
cation programs more generally? 

OK: First let me be clear that, as a 
reseBrcber, ! am not saying that no 
abstinarice-oniy program catj work. 
What I am saying is that currently 
there sic no abstinence-ortty pro- 


grams wid ' 

actually del i s x f a 

evidence t 

.mend their ^ 

and implemenmio.n. 

Also,. let ms say that personally, Ida 
not oppose abstinence-only programs 
for some grade levels — and by absti- 
nence-only, i mean progrs-ms that dis- 
cuss absdr.snce without addressing 
contraception. In every school dis- 
trict, there is some grade level where 
very few, if any, students are having 
sax. At this grade level, emphasaing 
only absdnence— without denigraVng 
condoms or other forms of contra- 
ception— may be appropriate. 

However, I do oppose programs in 
schools that only address abstinence 
in grades where some teens are 
having sex. Once W% to 20% of stu- 
dents in a given school district ere 
beginning to have sex. I believe they 
have the fight to accurate and bal- 
anced infomation about abstinence, 
condoms and other forms of contra- 
ception: Furthermore, from a public ' 
health standpoint, they should be 
given information, as well as the skills 
and access to corufoms and contra- 
ception, so that they are more likely to 
use protBcdon if they da have sex. 

HS: In conclusion, then, given the 


stateoftim esoan ftjJura 
ative effect v('r“'^', •’ ’ce o iV 

and more Gtmarimp > '’s 

whatareyaw ic.-'rtrundjuo'' fot 
public policy? 

DSC Based on the mdenca to clatii I 
would suggest that comprehonsivo 
programs ba implemented broadly. 
There is strong evidence supporting 
these programs. Accordingly, we 
should eliminate (he funding restric- 
tions diet prevent the hmcHfig of com- . 
prohensive programs that effectively 
delay sex among young psopis. After 
ali it makes no practical sense to 
fund programs that do not work and 
(0 prevent funding of comprohensive 
programs that actually delay sfix, anti 
increase protective behavior. 

Pnslly, more research is needed an 
programs that have demonstrated , 
that they elfectively reduce sexual 
risk. How can we make thorn even 
more affective? Haw can wc dissemi- 
nalB effective programs widely? Must 
tftese programs i>e implamantoci 
exactly as designed? To what H.xtmH. 
can they be adapted for individual 
communities and groups of youth ? 

The mare quickly we can rasolvo. 
these issues, the more rapidly we esn 
reduce teen pregnancy and STI ram 
In this country. 


Oufflnar.rtar Policy 3svicw i Volupia 10, Numbsr 2 i Spring ItSl 
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April 22, 2003 

The Honorable Henry A. V\^man 

Committee on Oversight arKl Government Reform 

U.S. House of Representatives 

21 57 Rayburn House Office Buiiding 

Washington, D.C, 20515 

Dear Chairman Waxman: 

! am writing on behalf of the members of the HiV Medicine Association (HfVMA) to 
offer our strong support for the April 23"^ hearing to evaluate the evidence for 
domestic abstinence-only education programs. We commend you for sponsoring 
the first hearing on this important topic, which we feel is long overdue. 

HIVMA represents more than 3,600 medical providers and scientists from across 
the country devoted to preventing, treating and eventually eradicating HiV disease. 
We are deeply concerned by our country’s continued investment in abstinence-only 
education programs over the past several years despite a dearth of evidence 
documenting their effectiveness. We are particularly troubled because during this 
period overall federal funding for domestic HIV prevention and surveillance has 
decreased while the number of new HIV infections has remained steady with at 
least 40,000 occurring annually. 

As clinicians and scientists, we advocate investing the limited federal prevention 
dollars into practices that are empirically proven to prevent the transmission of HIV 
and other sexually transmitted diseases (STD). To do otherwise is irresponsible, 
jeopardizes the health of individuals, and compromises the public health of our 
nation. As stated in our policy statement (enclosed), the only way to stop the 
spread of HIV and sexually transmitted infections is to use a comprehensive 
approach to educating young people. To date, no data have demonstrated any 
long term benefit to abstinence only education programs; to the contrary, they are 
ineffective and. since they prevent delivery of a complete message, are hazardous. 

VWiat is more concerning is the lack of rigor in the direction provided to sites 
funded to provide ‘abstinence only’ education. The Department of Health and 
Human Services does not require abstinence-only programs to provide medically 
accurate information in their curricula or their educational materials despite 
requirements in the Public Health Service Act to the contrary. Ignoring and/or 
misrepresenting the evidence for what works in preventing HIV transmission, and 
for when sexual activity is initiated among adolescents, places their lives at serious 
risk. 

Until we develop a vaccine, a robust prevention strategy that employs ail of the 
tools proven to be effective at preventing HiV transmission is our best, 


executive director 
Chfistine iaWnski 

Andrea 
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and for now, only weapon to prevent this deadly disease. We must take a 
comprehensive approach to HIV/STD prevention that unties the hands of educators to 
provide the complete story of risk avoidance and risk minimalization. 

Our concerns regarding federal support for unproven prevention programs and policies 
led us in 2005 to develop the enclosed policy statement with the Infectious Diseases 
Society of America that calls for federal policies based on the best available science, 
including comprehensive sexual health education programs that are culturally and 
developmentally appropriate. We urge you and the Committee members to consider it as 
you continue your evaluation of abstinence-only education programs and develop 
recommendations regarding continued federal support for these programs. We also urge 
you to consider our leaders and membership a resource on this issue and others related 
to HIV prevention, care and treatment, and research. 

Thank you for your continued leadership on HIV prevention issues and other critical HiV- 
related topics such as care, treatment and research. 

Sincerely, 


Arlene Bardeguez, MD. MPH 
Chair, HIVMA 



Michael Saag, MD, FIDSA 
Vice-Chair, HIVMA 
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HIV Medicine Association (HIVMA) and Infeetions Diseases Society of 
America (IDSA) Joint Policy Statement 

Preventing HIV and other Sexually Transmitted Infections; A Call for 
Science-Based Government Policies 

Sexually transmitted infections, including HIV/AIDS, are a major source of morbidity 
and mortality' in the U.S. and around the world,’ Despite knowledge of how HIV is 
transmitted, the number of new HIV infections was as high last year as in any year since 
the epidemic began. In the absence of preventative vaccines or cures for HIV and a 
number of other sexually transmitted infections, it is imperative that federal and local 
governments support science-based information and programs to assist persons of all 
ages in protecting themselves from the acquisition of sexually transmitted infections, 
including HIV/AIDS, 

The HIV Medicine Association (HIVMA) and the Infectious Diseases Society of America 
(IDSA) are strongly committed to public health inter\'entions that decrease the 
transmission of all infectious diseases (see related policy statement on syringe exchange 
laws"). We believe strongly that the federal government must play a leading role in 
protecting our nation’s health by reducing the spread of STIs. 

• The federal government must continue to support a robust portfolio of 
biomedical and behavioral research that aims to identify preventive vaccines, 
new diagnostics and treatments, and behavioral intervention strategies that 
reduce the rislts of transmission, .adequate support for public health 
infrastructure to conduct surveillance and to administer STI screening and 
treatment programs is also essential. 

• The federal government has an obligation to ensure that public health 
information that is developed and disseminated with federal dollars is 
evidence-based and comprehensive. 

Clearly, delaying or abstaining from sexual actirity is an effective method for preventing 
sexually transmitted infections. Similarly, it is irrefutable that a monogamous 
relationship with an uninfected partner will prevent sexually transmitted infections. 
Nevertheless, it is also true that the majority of teenagers have had a sexual encounter 
before they graduate from high school® , and millions of young people and adults are 
sexually active outside the bounds of marriage and mutually monogamous relationships. 
Prevention messages must be tailored to specific segments of the population to be 
effective, and should be age and culturally appropriate and value neutral. There is a 
public health obligation to offer guidance about risk reduction strategies, in addition to 
messages that encourage abstinence and/or fidelity, to sexually active youth and adults. 
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Moreover, it is critical that programs emphasizing abstinence do not do so at the 
expense of offering accurate information about behaviors associated with the acquisition 
of sexually transmitted infections, and the efficacy of risk reduction strategies like 
consistent and appropriate use of condoms.'"' 

There is a large body of scientific literature that demonstrates that condoms are veiy 
effective in preventing HIV transmission when used consistently and correctly. '' '* 

An international study of HIV discordant couples demonstrated that condoms were too 
percent effective in preventing HIV transmission. «>> There is also significant scientific 
data linking consistent condom use with prevention of gonorrhea, chlamydia, herpes 
simplex rirus, and s>'philis. « A recent randomized controlled clinical trial has linked 
condom use with accelerated clearance of the human papilloma virus (HP V) and HPV 
disease.* 

Our current approaches are failing to reduce the number of new infections. We need to 
critically evaluate current education messages and practices in an effort to have a 
meaningful impact on this global plague. 

Specifically, HIVMA and IDSA strongly support the following federal policy actions: 

• Federally funded sexual health education programs for use in the U.S. and in the 

developing world should be scientifically based, comprehensive, and culturally 
and developmentally appropriate. Legislation authorizing current programs that 
are limited to so called “abstinence only” or “abstinence until marriage” strategies 
should be modified to reflect these standards. The curricula of programs 

eligible for federal funding should be reviewed for scientific accuracy. 

• The provision in the law authorizing the President’s Emergency Plan for AIDS 
Relief (PEPFAR) that requires that 33 per cent of prevention funds be targeted to 
“abstinence only" programs »' should be repealed. Funds allocated for 
prevention should be directed to programs that provide comprehensive education 
about the prevention of HIV/AIDS. 

• Funding for research to develop new diagnostics and treatments for the 
prevention of sexually transmitted infections, including HIV, should be 
maintained and increased. 


'Joint United Nations Programme on HfV/AlDS, 2004 Report on the Global AIDS Epidemic, July. 2004. 

” HIV Medicine Association. Policy Statement on Syringe Exchange, Prescribing and Paraphernalia Laws, October 

2001. 

’"The Henry J. Kaiser Family Foundation, National Survey of Adolescents and Young Adults: Sexual Health 
KnoM’ledge. Attitudes and Experiences. 2003. 

United States House of Representatives. Committee on Government Reform- Minority Staff, Special 
Investigations Division, The Content of Federally Funded Abstinence-Only Programs, December 2004. 

" National Institute of Allergy and Infectious Diseases. Workshop summary: Scientific evidence on condom 
effectiveness for sexually transmitted disease prevention. National Institutes of Health, 200 1 . 

Weller S, Davis K. Condom effectiveness in reducing heterosexual HIV transmission. Cochrane Database Syst 
Rev 2004 (I): CD003255. 

Hearst N, Chen S. Condoms for AIDS prevention in the developing world: A review of the scientific literature. 
University ofCaiifornia, 2003. 
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De Vificezi 1. A kmgUitdina! sfudy of human immimodeficiency virus transmission by heterosexual partners. 
New England Journal of Medicine 1994; 331:341-46. 

Manharl, L., Holmes, K. Randomized ConiroHed Trials of Individual-Level Popiilation-LeveL and Muliilevet 
Interventions for Preventing Sexually TransmHte4d Infections: What Has Worked? The Journal of Infectious 
Diseases 2005; 19l:S7-24.^ 

' Hogewoning, CJ, et al. Condom use promotes regression of cervical intraepithelial neoplasia and clearance of 
human papillomavirus: a randomized cliriical trial International Journal of Cancer 2003; 107: 8! i-SId. 
"''Department of Health and Human Services, Health Resources and Services Administration, Maternal and Child 
Health Bureau, SPRANS Community-hosed Abstinence Education Project Grant Program. Provides federal grants 
to community-based organizations that teach abstinence until marriage to youth. 

Section 5 1 0 of the 1 996 Welfare Reform Act. TANF and Related Programs Continuation Act of 2004, P,L, 1 08- 
262. Provides funds to states for the exclusive purpose of promoting abstinence, requiring a state match of $3 for 
every $4 from the federal government 

Adolescent Family Life Act 42 li.S.C. 300Z(1982&Supp. lil 1985). It provided SB million for fiscal year 
2005 for abstinence-only education programs. 

The United States Leadership Against HIV/AIDS, Tuberculosis, and Malaria Act of 2003, P. L. 108-25, 
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Written Statement of 
Joe Solmonese 
President 

Human Rights Campaign 
To the 

Committee on Oversight and Government Reform 
United States House of Representatives 
Room 2154 

Rayburn House Office Building 
April 23, 2008 


Mr. Chairman and Members of the Committee: 

My name is Joe Solmonese, attd I am the President of the Human Rights Campaign, America’s 
largest civil rights organization working to achieve gay, lesbian, bisexual and transgender (GLBT) 
equality. By inspiring and engaging ail Americans, HRC strives to end dtscriraination against GLBT 
citizens and realize a nation that achieves fundamental fairness and equality for all, On behalf of our 
over 700,000 members and supporters nationwide, I am honored to submit this statement 
regarding our opposition to continued federal funding of abstinence-only-untii-marriage 
(hereinafter, “abstinence-only”) programs. The Human Rights Campaign supports providing our 
youth with comprehensive sex education, which includes abstinence as one method of reducing 
disease and unwanted pregnancies, but alongside education on contraception, which can stop the 
spread of HIV and other .sexually transmitted diseases. 

Today, you will hear my colleagues at numerous organization.s detail how “abstinence-only” 
program,s are ineffective in delaying sexual activity and all too often contain medically inaccurate or 
incomplete information regarding contraception and sexually transmitted di,seases. Since 1996, 
Congress has spent more than $1.5 billion on “abstinence-only” programs, yet there remains no 
credible evidence that these progra.ms are effective; in fact, quite the opposite is true. A 2004 report 
prepared for Chairman Waxman demonstrated that eleven of the thirteen most commonly used 
“abstinence-only” program.s contain unproven claims and medically inaccurate information. In 
2006, the Government Accountability Office issued a report admonishing the Department of 
Health and Human Services for a potential violation of the Public Health Services Act due to lack of 
oversight of the programs’ effectiveness or scientific accuracy.’^ And finally, in April 2007, the 
Department of Health and Human Services released the results of a study conducted by the 
independent research firm Mathematica Policy Research, Inc, which found that youth who 
participated in “abstinence-only” programs are no more likely to abstain from sex, delay sex, or have 
fewer sexual partners chan youth who receive no sex education at alL^ Respected public health experts 
such a.s the Institute of Medicine, the American Academy of Pediatrics, and the American Medical 


' Minority Staff of House Committee on Governmem Reform, “The Content of Federally Funded Abstinence-Only 
Education Programs,” December 2004. 

’ Government Accounnibility Office. Report No. B-30Si28, October 8, 2006. 

’ Trenhoim et al, “Impacts of Four Tide V, Section 510 Abstinence Education Program.s,” April 2007, amiiahk ai 
vuvw.mathemarica-mpr.com/pubUcations/pdfs/impactabstinence.pdf. 
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Association all oppose government funding for these programs on the grounds chat they are 
ineffective and fail to give youth the tools they need to make responsible decisions. 

While these unproven programs do a disservice to all young people, they are particularly harmful to 
GLBT youth, and it is upon three particular harms that I will focus my testimony today. First, 
because same-sex couples cannot marry in all but one state in this countiyn ‘‘abstinence-only” 
programs, by their very nature, ignore the reality of GLBT students. Second, to add insult to injury, 
many “abstinence-only” programs go further and affirmatively denigrate GLEl" people as disordered 
and diseased. Third, despite overwhelming evidence that GLBT youth are an at-risk population For 
sexually transmitted diseases, notably HIV, “abstinence-only” programs offer nothing in the way of 
prevention messages that could help to protect this already-marginalized population. 

Ignoring GLBT Youth 

“Abstinence-only” programs teach youth that abstinence from .sexual activity until marriage is the 
expected social norm and the only manner in which to avoid .sexually transmitted disea.ses and 
unwanted pregnane)''. Federal law requires that all “abstinence-only” programs follow a strict eight- 
point definition of “abstinence education,” including teaching that “a mutually faithful 
monogamous relationship in the context of marriage is the expected standard of sexual activity” and 
“sexual activity outside of the context of marriage is likely to have harmful psychological and physical 
effects.”^ Because federal law defines marriage as only the union of a man and a woman, these 
programs’ discussion of marriage must also include that restriction.^ As a result, from the outset of 
any “abstinence-only” program, GLBT students are presented with an unreachable goal. 

Furthermore, despite the structural exclusion of GLBT youth, these programs provide little 
information to these students about their lives and futures, and even actively avoid an issue perceived 
as difficult or controversial. For example, a program called “FACTS” explains: 

Some wonder why instruction in homosexuality and masturbation are not included in 
FACTS, First, it has been fairly well documented that providing information about 
reproduction and sexual behavior does not change attitudes or behavior, but does increase 
knowledge. Teachers and students already have a great deal of information to cover or master 
and it is a matter of prioritizing what is needed at a given point in time. . .Second, these issues 
are currently emotionally laden. 

Another program, “Sex Respect,” includes in its information to parents: 

...because of the freedom of religion in our country the public .school teacher will not 
impose his or her moral views about homosexuality in the classroom. Giving your teen 
guidelines on the subject of homosexual activity is a task for you, the parent, to carry our. in 
accordance with the faith of your choice/ 


* 42 U.S.C. 710(b). 

’ See, e.g., the Department of Health and Human Services’ “Guidance Re^rding Curriculum Conrent” for grantees 
under the Community Ba.sed Abstinence Education program, available at 
•w"vvw.acf.hh,s,goy/pfograms/fy.sb/conrent/ab-stinence/d>aeguidance.htm. 

^ “How to Respond to Criticism: THETRUTH ABOUT F.ACTS,” (Portland; Northwest Family Services, 2001), 
accessed at www. nwfs.org, via w'ww.communityactionkit.org/reviews/FACl'S.html. 

Sex Respect Parent Guide (2001 ), p. 47, via www.communiryactionkit.org/reviews/SexRespcct.hcml. 
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Frequently, it is not only marriage, but any interaction of a romantic or sexual nature that these 
programs portray as solely heterosexual. For example, the program “Navigator: Finding Your Way 
to A Healthy and Successful Future,” includes an activity called “Opposite Sex” in which the teacher 
divides students into male and female groups and instructs them to list the ways that dating 
members oi the opposite sex is difficult.® By ignoring the existence of GLBT people, these federally- 
funded programs provide no meaningful education to a segment of the student population subject, 
due to “isolation and lack of support,” to “higher rates of emotional distress, suicide attempts, and 
risky sexual behavior and substance use... compared to heterosexual students.” It is unacceptable 
that these programs, designed to prepare our young people to deal with .sexuality, ignore a vulnerable 
student population because the i.ssue is deemed by some as too controversial. 

Denigr'ating GLBT People 

In addition to simply excluding GLBT youth, some programs go even further, teaching youth that 
GLBT people are destined for lives of unhappiness and disease. The Abstinence Clearinghouse, a 
self-styled national resource for “abstinence-only” programs, states in its “Abstinence 101” 
publication: 

Research shows the homosexual lifestyle is not a healthy alternative for males or females. The 
male and female body are not anatomically suited to accommodate sexual relations with 
members of the same sex. Sexual practices in the homosexual lifestyle are considered very 
dangerous for disease, infection, etc. This lifestyle should not be encouraged as healthy or as 
an equal alternative to marriage.*® 

Thi.s and-GLBT bias i.s often presented within distorted information regarding transmission of 
sexually tran.smitted diseases, especially HIV. For example, the “Sex Respect” curriculum, in briefly 
discussing anal intercourse, contends that “[tjhere is another form of sexual activity that causes an 
especially high risk of HIV infection. In such activity body openings are used in ways for which they 
were not designed.”*’ Another program, “Facing Reality," explains to teachers and parents: 

Many homosexual activists are frustrated and desperate over their own situation and those of 
loved ones. Many are dying, in part, due to ignorance. Educators who struggle to overcome 
ignorance and instill self-mastery in their students will inevitably lead them to recognize chat 
some people with AIDvS are now .suffering because of the choices they made/’ 

There is no excuse for the continued use of federal taxpayer dollars to fund programs that not only 
exclude GLBT youth, but also contain such inflammatory and insulting language. Denigrating 
GLBT youth, and providing false and prejudicial information to their classmates, in no way prepares 
students to handle sexual activity in a healthy and responsible way. 


Navigator Guide Book, Project Reality (2001), p. 71, ria www.communicyaccionkit.org/rcviews/Mavigator.hrmL 
“jast the Facts x\bout Sexual Orientation & Youth,” American Academy of Pediatrics et ai (2008), cwaHabie at 
wsvw.apa.org/pi/lgbc/pubiicai:ions/justthefacts.pdf. 

Abstinence 1 Oi, The Abstinence Clearinghouse (2005), cited via Letter from Rep. Fienry A. Waxman to The 
Honorable David M. Walker (Oct. 6, 2005), available at oversight.house.gOv/Documencs.0.0051006i 1403.3-87692. pdf. 
" Sex Re.spect Student Workbook (2001), p. 63, t'/s'www.communityactionkit.org/review.s/SexRe.spect.html. 

'■ Facing Realit)' Parent-Teacher Guide (1998), p, 19, via www.siecus.org/pohcy/in„rheir_awn..word.s.pdF. 
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Failing to Provide Prevention Information to an At-Risk Population 

Despite repeated assertions that GLBT people are at high risk for HIV infection, “abstinence-only” 
programs fail to provide accurate information regarding methods of preventing transmission of 
sexually transmitted diseases. The Centers for Disease Control has indeed noted chat young people, 
especially young gay and bisexual men in communities of color, are at a high risk for HIV 
infection.'' Yet, “abstinence-only” program educator are not permitted to discuss the proper use of 
contraception, including condoms, as a way to reduce risk of contracting HIV or other sexually 
transmitted diseases. In fact, only failure rates of condoms can be discussed. ' “ Furthermore, many 
“abstinence-only” programs present felse or misleading information about HIV, including that the 
virus can be transmitted by skln-co-skin contact and that the virus can exist undetected in the body - 
despite HIV testing — for up to ten years.'" Coupled with the exclusion of, as well misinformation 
about, GLBT youth, the lack of meaningful or accurate information regarding prevention of sexually 
transmitted diseases ensures that "abstinence-only” programs provide little, if anything, for GLBT 
students. 

Conclusion 

GLBT youth already face prejudice, discrimination and even violence, in the classroom and in 
society at large, simply because of who they are. They should not be subjected to the additional 
indignity of “abstinence-only” programs, paid for by federal taxpayer dollars, which ignore and 
demean them and their relationships. They should not be left unprepared to deal with the difficult 
questions, and real health concerns, that sexual activity can present. As you have heard today, 
“abstinence-only” programs are failing ail of our young people. But the additional harm they cause 
GLBT youth cannot be overstated. On behalf of the Human Rights Campaign, I implore you to end 
federal funding of unproven “abstinence-only” programs and ensure that ail of America’s youth have 
access to comprehensive, meaningful and respectful sexuality education. 


"HIV/AiDS Among Youth.” Centers of Disease Control, available at 
www.cdc.gov/hiv/resources/I'acLsheets/youth.htm 
See note 4, above. 

■' See note 1 1 , above. 
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Statement by Healthy Teen Network on the Public Health and Ethical Concerns 
with Abstinence-Only-Until-Marriage Programs and the Need for Comprehensive 

Sexuality Education 

Coinniittee on Oversight and Government Reform 

Submitted for the Record 
April 23, 2008 

Healthy Teen Network (HTN) is the only national membership network that serv'es as a 
leader, a national voice, and a comprehensive educational resource to professionals 
working in the area of adolescent reproductive health - specifically teen pregnancy 
prevention, teen parenting, and related issues. HTN uniquely impacts over 20,000 
constituents including, health-professionals, teens, and families through its 
comprehensive approach and its direct and immediate links to a grassroots network of 
reproductive health care professionals and organizations throughout our nation's 
coniimmities. 

Healthy Teen Network strongly believes youth can make responsible decisions about 
sexuality, pregnancy and parenting, as well as be effective parents when they have 
complete, accurate, and appropriate information, skills, resources and support. While 
HTO supports the value in abstinence as part of an appropriate approach to sexuality 
education, particularly for younger children, HTN strongly believes that abstinence-only 
programs deny adolescents critical information they need to stay healthy and safe. 

Abstinence-only programs are unproven to be effective in reducing sexual risk-taking 
and/or teen pregnancy. Recent studies, including one federally funded evaluation released 
by Mathematica Research in 2007, have show'ii that many of the curricula used in 
abstinence-only programs misrepresent or use outdated information, perpetuate gender 
stereotypes, and flat-out ignore medical facts. 

Aside from being unproven, abstinence-only programs are often biased and rely on 
messages of fear and shame. Abstinence-only programs often teach that sexual activity 
before marriage is shameful and/or physically and psychologically harmful. However, the 
majority of youth will become sexually active before marriage and many will never - or 
cannot legally - marry. Sexually active youth, youth who have been abused, non- 
heterosexual youth, and/or young parents may find little value in abstinence-oniy-iintil- 
maniage messages due to their life experiences. Fear and shame-based messages pushing 
abstinence as the only acceptable behavior do not help to empower these youth to grow 
into healthy and responsible adults. 

Conversely, comprehensive sexuality education programs are proven effective at 
delaying onset of sexual activity among youth while abstinence-only programs are not. 
Comprehensive sexuality education programs present abstinence as the most effective 
prevention method for pregnancy and sexually transmitted infections (STIs). 
Comprehensive sexuality education programs also discuss basic and accurate information 
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regarding contraception, safer sex, and disease-prevention methods in order to give 
young people all the infomiation they need to stay healthy and safe. 

In addition, comprehensive sexuality education provides a complete message. It provides 
developnietrtally appropriate coverage of anatomy, sexual behaviors, pregnancy and 
disease prevention methods, healthy relationships, and gender roles. 

Public opinion polls have consistently shown that parents of middle school and high 
school students .support comprehensive sexuality education. 

® 93% and 9 1 % respectively believe that it is very important or somewhat important 

to have sexuality education as part of the school curriculum. ' 

• 72% and 65% respectively believe that the federal government should fund 
comprehensive sexuality education programs." 

• l3% of adults and 65% of teens wish for more information about both abstinence 
and birth control or protection in schools.’’ 

Yet. despite a lack of scientific evidence to support the effectiveness of abstinence-only 
programs along with their potential harm to youth, as well as an overwhelming support 
for comprehensive se.xuality education, federal funding for abstinence-only programs has 
markedly increased under the Bush Administration. 

Youth deserve better than this. Spending more money on abstinence-only-until- 
marriage programs - programs proven to fail our youth - is not money well spent and not 
what your constituents want! Healty Teen Network urges Congress to end funding of 
abstinence-only-untU-marriage programs and to fund programs that promote science- 
based approaches to comprehensive sexuality education. 


' Sexuality Information and Education Council of the United States. (2005). On our side: Public support for 
comprehensive sexuality education. Retrieved June 12, 2007, from 
http://w w w.siecus.org/pojicv/public support.pdf . 

’ Ibid. 

■' Albeit, B. (2007). With one voice 2007: America’s adults and teens sound off about teen pregnancy. 
Washington, DC: National Campaign to Prevent Teen Pregnancy, 
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Statement of the Illinois Caucus for Adolescent 
Health (ICAH) on the Public Health and 
Ethical Concerns with Abstinence-Only-Until- 
Marriage Programs and the Need for 
Comprehensive Sexuality Education 

Committee on Oversight and Government Reform 

Snhmittcd for the Record 
April 22,2008 

The Illinois Caucus for Adolescent Health (ICAH) was founded in 1977 as the Illinois Caucus on Teenage 
Pregnancy, Texlay, working in partnership with youth, ICAH's primary mission is to advance sound policies 
and practices that promote a positive approach to adolescent sexual health and parenting. ICAH's strategies to 
.support this mission include development of young leaders, policy analysis and development, advocacy, 
gra.ssroots organizing, and training of both youth and adults. 

ICAH wishes to share with the Committee our public health and ethical conceni.s regarding abstinencc-only- 
until-marriage programs and urge you to provide the necessary oversight to bring an end to federal funding 
for these ineffective, inaccurate and insufficient programs. There is a true need for evidence-based, 
comprehensive sexuality education that meets the needs of all youth. We are committed to using sound 
.scientific evidence and promoting the health and tveifare of our nation's youth and we wish to express our 
profound concern with the continuation of any funding for abstinence-only-until-marriage programs. 

Ab.stinence-only-until-marriage programs are doing a serious disservice to our young people. While it is vital 
to develop students’ skills to remaining abstinence, it should not be at the e.xpense of providing truthful, 
medically accurate and age-appropriate information about overall sexual health. Recent reports have 
highlighted alarming rates of sexually transmitted infections and births among teens. Unfortunately, our state 
and federal governments continue to misdirect public funds into abstinence-only-iintil-inarriage programs. 
These programs continually prove to be insufficient, inaccurate, and ineffective. Our schools are left ill 
equipped to ensure healthy learning environments and educate young people about their sexual health. 

We need sexual health education programs that cover the topics of puberty, sexual assault, anatomy, healthy 
relationships, the basics of reproduction, and many additional topics recommended by medical and public 
health experts. We need to shift the focus of the current debate about sexual health education and stop putting 
so much emphasi.s on abstinence and condoms at the expense of other important issues that impact a young 
person’s sexual health and development. We also do not need programs that discredit the health benefits of 
condoms and contraceptives in order to promote the idea of abstinence. 


.28 .B.. i;u:k-son, Siiiic 'f iO ® I'hicago. IJ., 60604 ■ ph; (3 12) 427-4460 S fa.x: (312) 427-075'’ SS v'.avw, icah.org S, iiifo'dVicah.oni: 
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At this time of fiscal crises at the state and federal levels, it is unconscionable that we would waste public 
money on programs that don't work, are riddled with inaccuracie,s, and fail to meet the educational needs of 
our youth. 

We urge the Committee to call for an immediate stop to all funding for abstinence-only programs. Title V and 
Community Based Abstinence Education (CBAE) grants waste tax dollars on programs that are inaccurate, 
ineffective and insufficient. 


Evidence has been mounting that abstinence-only programs are ineffective. Last year, a Congressionally 
mandated evaluation conducted by Mathematica Policy Research Inc. of federally funded programs showed 
that these programs had no impact on student behavior. Students in abstinence-only programs were no less 
likely to engage in sexually activity, have fewer sexual partners, or u.se a condom more often. Countless 
studies conducted by independent evaluators and abstinence-only providers themselves back these findings up 
by demonstrating no change in student behavior. Conversely, study after study demonstrate that teens who 
receive comprehensive sex education that includes information about aKstinence and birth control, including 
condoms, are more likely to delay sexual activity, have fewer partners and use protection when they do 
become sexually active. 

Abstinence-only programs have also been shown to be insufficient. In a review by Illinois experts of the 
curricula being used in Illinois schools, the curricula most frequently used in classrooms and paid for through 
federal abstinence-only funding, ranked in the bottom third when matched up with the standards and 
components for school-based sexual health education recommended by the national medical and public health 
associations. The federal government needs to inve.st in responsible approaches to sexual health education that 
help young people be healthy, make responsible choices, and be good learners. 

Abstinence-only programs funded by millions of taxpayer dollars consistently prove to be inaccurate. Rep. 
Henry Waxman’s report {2(X)4) on federally funded abstinence-only programs found tliat they contained 
medically inaccurate and misleading information. With recent reports of alarming rates of sexuality 
transmitted infections and rising birth rates among teens, our federal government needs to make sure tax 
dollars are invested in programs that empower youth with accurate and reliable information, not made up 
statistics and lies. In presentations given this last year in Illinois schools diverse as Quincy., Chicago, 
Naperville, and Champaign, federally funded abstinence-only speakers told students that the holes in 
condoms were larger than the HIV virus. 

We urge your committee to recommend that the cuiTcnt Title V and CBAE programs be terminated, and the 
federal government fully fund a comprehensive sexual health education program. The abstinence-only 
experiment has failed. It is time to make a .strategic and sound investment in comprehen.sive sexual health 
education because it supports our broader public health and education policies, supports American families, 
and empowers the next generation of Americans to make responsible choices that will impact them today and 
in the future. 


28 B. Jiicksisii. SuiK 710 ■Olwago.IL 60604 a 5 )h; (312)427-4460 ■ fax: (312)427-0737 ■ www.itatl.org • inhi«itah.oni 
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Cynthia Wolfson 
Illinois State Public Affairs Chair 
National Council of Jewish Women 
April 22, 2008 

Abstinence-only sex education often imposes one particular religious point of view about 
sex on all students regardless of their own religious traditions. The government has no 
business funding the promotion of a religious agenda. It is patronizing to suggest young 
people cannot be tnisted with the truth, but should be fed misinformation to “protect” 
them. In order to make responsible, healthy decisions, young people need medically 
accurate, age-appropriate information about sex and sexuality. Recent polling shows 
80% of Americans overwhelmingly support comprehensive sex ed in high school and 
60% in middle school. A small minority should not be allowed to impose its religious 
beliefs on the entire nation. 

Comprehensive sex education teaches that abstinence is the only way to avoid pregnancy 
and sexually transmitted infections (STIs), but also provides accurate information about 
contraceptive options so that individuals can make informed life decisions. Abstinence- 
only programs, according to the Congressional report of April 2007, do not have 
statistically significant impact on the rate of sexual abstinence, the number of sexual 
partners, or the age at which sexually experienced youth first engage in sexual 
intercourse. These programs ignore the needs of gay, lesbian bisexual and trtmsgender 
students. For young people who are already sexually active, there is no meaningful 
dialogue at all. Teens need facts about STIs, not scary lies. They need to learn 
negotiation and communication skills, not “just say no.” They should learn about 
healthy relationships, a concept which is not addressed in abstinence-only programs. 

For Congress to continue to fund programs that give misinformation to young people, 
leading to unintended consequences that negatively impact their lives, is unconscionable. 
We urge you to eliminate all funding for abstinence-only sex ed programs. Instead, 
please invest in medically accurate programs that respect the youth of our country. 
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Statement of the Indiana Religious Gk>alition for Reproductive Choice 
(IRCRC) on the Public Health and Ethical Concerns with Abstiiience-Only- 
Until-Marriage Programs and the Need for Comprehensive Sexuality 

Education 

Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 20oS 

I he Indiana Religious Coalition tor Reproductive Choice (IRCRC) is a multi-faith organization 
dedicated to bringing the moral power of religious commmiities to ensure repnxlucti ve choice and 
health through education and advcKjacy. 

As people of faith, we are concerned about the disturbing realities of HIV/AIDS, teenage pregnancy, 
sexually transmitted diseases, a high rate of suicide among gay and lesbian teens, and date rape. 

In the state of Indiana, teenage girls experience a higher birthrate than the national average. The 2007 
Indiana Youth Risk Behavior Survey, conducted by tiie Indiana State Department of Health, showed 
that while sexual activity among Indiana teens had increased, fewer teens were using condoms. The 
Survey states: “In Indiana, every hour a teenager contracts an STD and every day approximately 3 1 
girls between the ages of 10-19 become pregnant,” 

Despite these disturbing trends, the state of Indiana continues to use unproven abstinence-only 
programs tor teens. While most sex education programs teach the value of abstinence, abstinence-only 
programs do not provide basic information on reproductive health such as methods of preventing 
sexually transmitted diseases or pregnancy. 

A recent survey of Indiana public school teachers, counselors, and nurses conducted by the Health 
Foundation of Greater Indianapolis and the Sexual Health Research Working Group at Indiana 
University showed that many important subjects arc not being taught in school. Over half of schools are 
not teaching students about HI V/ AIDS, sexually transmitted diseases, contraception, or sexual 
decision-making. 


Also, research shows that young people are not being taught about these matters at home. Many 
parents feel inadeqiiately informed and/or are uncomfortable discussing these topics, A recent siirV'Cy of 
Indiana parents showed that more than 23% of parents never or rarely discussed important topics with 
their teenagers such as sexual health checku|K, sexually transmitted infections, condoms, or birtii 
control. 

We want to help youth become responsible, healthy; whole persons. The challenge of guiding youth into 
sexually healthy adulthood is complex and requires the involvement of parents, faith communities, and 
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schools. When it comes to schools, however, people in many major faith traditions support 
comprehensive sexuality education. We believe that sexuality education that is provided to our young 
people should be accurate and medically-based, and that information on abstinence, contraception and 
STD prevention is included. 


In addition, many abstinence-only programs oppose reproductive choice and women’s equality and seek 
to make nanmv religious beliefs the law of the land. These viewpoints don’t represent most people of 
faith, who overwhelmingly support providing accurate, unbiased information about sexuality. 

Abstinence-only programs are not just inadequate, but they are actually harmful The youth of our nation, 
including Indiana teens, deserve better. We ask our government’s leaders to end abstinence-only-imtil- 
marriage programs and to act in the best interest of young people by supporting public health and 
education policies that are comprehensive, grounded in science, and reflect mainstream values. 
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Overview 


Founded in 1970, Legal Momentum is the nation’s oldest legal advocacy organization 
dedicated to advancing the rights of women and girls. Legai Momentum’s Sexuality and 
Family Rights program promotes women’s autonomy, protects women’s sexual and 
reproductive rights, and works to expose policies that limit these rights. 

The need for effective, accurate and high-quality sexuality education, free from the bias 
and political ideology that drives abstinence-only programs, is clear. Legal Momentum 
believes that teenagers must be given honest and comprehensive information about the 
risks of sexual activity — and how to responsibly handle those risks if they do decide to 
become sexually active. Young women and giris in particular need to be empowered with 
positive messages and accurate information that give them the confidence and ability to 
make healthy and informed sexual and relationship choices throughout their lives. 

In September 2006, Legal Momentum, in partnership with the Human Rights Program at 
Harvard Law School and the Program on International Health and Human Rights at the 
Harvard School of Public Health, convened a roundtable of experts from a range of 
disciplines to discuss abstinence-only programs and their particular impact on women 
and girls. The daylong meeting was prompted by the dramatic increase in federal funding 
for these programs and the growing evidence that they are ineffective at best, and harmful 
at worst. 

As an outgro wth of that meeting, Legal Momentum released its recent report. Sex, Lies & 
Stereotypes: How Abstinence-Only Programs Harm Women and Girls (available at 
http://www.legalmomentum.org/report2008) . The report draws on the work of the 
experts who took part in the roundtable, broader academic research, and Legal 
Momentum’s original research into the history, funding, and implementation of 
abstinence-only programs. It provides the most comprehensive report to date on the 
abstinence-only movement, and is the first extended inquiry into the gender harms of this 
approach to sexuality education. This testimony is based on the findings in our report. 

Abstinence-only programs rest on the faulty premise that young men and women will 
never have sex during the average 12-15 years between puberty and presumed 
heterosexual marriage. Research shows that the vast majority of people do not wait until 
marriage to have sex; by age 44, 95% of people have had sex before marriage.' Thus, 
they actively deprive young people of information they need to avoid the adverse 
consequences of sexual activity during these critical years of young adulthood. Even 
those few individuals who remain abstinent until marriage are left with no tools with 
which to communicate with their partners about sexual issues or to go about intelligently 
planning their families once they do marry. 


'See Lawrence B. Finer, Trends in Premarital Sex in the United States 1 954-2003, 1 22 Pub. Health Rep. 
73, 78 (2007). 
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When youth schooled by abstinence-only programs do become sexually active, the 
programs’ anti-condom messages may actually discourage them from practicing safe sex, 
making the negative information the programs offer about contraception and disease 
prevention particularly dangerous. Such messages deny young people the opportunity to 
receive vital education to protect their health and well-being and, in particular, impede 
girls’ ability to avoid unwanted pregnancy and sexually transmitted infections (“STis”), 
to which they are more biologically susceptible. 

The law that governs federally funded abstinence-only programs requires them to teach 
that sex outside of heterosexual marriage, at any age and under any circumstances, is 
inherently dangerous and wrong. .Abstaining from sexual activity until marriage is 
presented as the only effective and acceptable way to prevent unwanted pregnancy and 
STIs. 

Despite the fact that over $1 .5 billion in federal and state fending has been allocated for 
abstinence-only programs since they began in 1982, conclusive, reliable, scientific 
evidence shows that abstinence-only programs are ineffective at persuading adolescents 
to remain abstinent until marriage. Moreover, research has shown that even if some 
abstinence-only programs do temporarily delay sexual activity, these programs may 
result in greater long-term harm. Seventeen states no longer participate in the Title V 
abstinence-only-until-marriage program, declining to provide state matching flinds. 

Increasingly, government abstinence-only funding is being allocated to inexperienced, 
ideologically motivated, conservative, and anti-abortion groups while, in contrast, 
comprehensive sex education programs have been effectively precluded from federal 
fending. The serious negative public health consequences, particularly for women and 
girls, are of great concern. 

Censoring and Distorting Reproductive Health Information 

Abstinence-only programs deprive women and girls of critical reproductive health 
information, with dangerous and even deadly consequences. By keeping young people 
ignorant about their sexual and reproductive health, abstinence-only programming 
endangers them, putting them at unnecessary risk of STis by refusing to educate them 
about safe sex; it particularly endangers young women, leaving them unabie to take 
control of their own reproductive capacity by failing to provide information about 
contraception. For women of color, the absence of accurate sexual health information is 
particularly damaging given the high rates of HIV infection in their communities, while 
the gender stereotypes promoted by the programs exacerbate racial as well as sexual 
inequalities. 

Abstinence-only programs frequently fail to provide basic biological and reproductive 
health information. Abstinence-only programs often consider basic biology as over- 
sexualized and prefer to withhold information about students’ own bodies and 
development. For example, the federally-funded Abstinence Clearinghouse recommends 
against including detailed anatomical diagrams or pictures in curricula and states that 
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“diagrams of internal organs are acceptable, but images or pictures of external genitalia in 
any form, whether diseased or healthy, can be detrimental to the health of young men and 
women’s minds.” There is no evidence to support this claim. 

When programs do contain anatomical information, the cunicula often focus on the 
female body, turning it into a treacherous and territying place through a fear-based 
portrayal of sexual activity and STIs. The potential consequences of STIs for women are 
often deliberately exaggerated — infertility is commonly cited — and treatment 
information is frequently left out. Anti-abortion bias is also manifested in the curricula’s 
medically inaccurate discussions of pregnancy and assertions about when life begins, and 
their inclusion of falsehoods about the safety of abortion. 

The most grievous aspect of how these curricula discuss STIs is their usual failure to 
discuss how most STIs can easily be prevented and treated or cured. The importance of 
condom use and early detection to preserve women’s health is rarely, if ever, mentioned. 
This approach reinforces the stigma associated with STIs and can discourage students 
from getting tested or seeking medical attention. Because recent figures from the Centers 
for Disease Control and Prevention (CDC) show that at least one in four teenage girls 
nationwide has an STI, with rates even higher for women of color, it is imperative that we 
offer a more effective approach to disease prevention than abstinence-only. 

Abstinence-only programs fail, as well, to address teenage pregnancy. The U.S. still has 
the highest teen pregnancy rate in the industrialized world although until recently the teen 
birthrate had declined steadily - a decline that had been attributed to increased 
contraceptive use by sexually active teens. The most recent data, however, indicate a 3% 
rise in the teenage birthrate, the first such increase since 1991. Approximately 750,000 
teenage girls become pregnant each year, and nearly one-third of all American women 
will become pregnant by age 20. Teen mothers are more likely to be economically 
disadvantaged than their peers who do not bear children and are less likely to complete 
their schooling and take advantage of better work opportunities. Teen pregnancy and teen 
births also place a tremendous financial burden on the rest of society. 

In order to resume the decline in rates of teen pregnancy, it is critical that young people 
learn about the proper use of contraceptives before they begin to engage in sexual 
activity. People who practice contraception from their first sexual experiences are more 
likely to continue these practices throughout their lives. Yet abstinence-only programs 
deliberately withhold contraception information, wrongly believing such information will 
confuse teenagers and encourage sexual activity. 

Harmful StereoWoes Aimed at Women and Girls 

Even if abstinence-only programs were effective, the particular harms these programs 
cause to women and girls makes it unethical to teach them to young people. By using 
biased and misleading information, employing scare tactics aimed at young women, and 
promoting a view of human sexuality and relationships that presents gender stereotypes 
as truth and homophobic sentiments as fact, abstinence-only programs particularly target 
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women and girls. Legal Momentum’s report. Sex, Lies & Stereotypes, includes 
substantial evidence about how abstinence-only curricula frequently employ outdated 
gender stereotypes, portraying girls as naturally chaste and casting them as the 
gatekeepers of rampant male sexuality. By making sex education into abstinence 
education, abstinence-oniy programs fail to genuinely address critical issues such as 
se.xiial behavior, sexual orientation, and sexual violence or coercion. 

As Erin, a young woman from Oregon, told Legal Momentum about her experience 
participating in an abstinence-only program: 

Because we didn’t have accurate information about what was healthy and what 
wasn’t, I endured some awful situations because I didn’t know the difference. We 
didn’t talk about respect, boundaries, and sexual communication. So the myth of 
“boys push and girls resist” informed everything. We never talked about consent 
because with abstinence curriculum you shouldn’t consent. 

Most abstinence-only texts fail to meaningfully discuss rape, sexual assault, or coercion, 
and even fewer give guidance to victims of sexual violence. Further, when responsibility 
for male sexual feeling is placed on young women and girls, it removes male 
responsibility and, in instances of sexual harassment and assault, harmfully blames the 
victim and excuses the perpetrator. Moreover, there is no acknowledgement that some 
teens may not experience any sexual feelings, or may be attracted to members of the 
same sex. 

These texts ask girls constantly to monitor their own behavior and to be responsible for 
dressing in a way that ensures that male sexuality is kept in check. Their tone is 
condescending to both girls and boys, and fails to provide real guidance to teens about 
how they can develop healthy relationships of all kinds, whether sexual or not. 

The sexi.st stereotypes that are so prevalent in abstinence-only education are particularly 
harmftil for young women during adolescence. This “hidden curriculum” on gender — 
teaching men and women “proper” gender roles as a necessary, but unacknowledged, pait 
of teaching abstinence-only- -portrays women as socially and sexually submissive and 
strips them of ownership of their own ambitions and desires. For young women, there is 
already a strong stigma attached to female sexual agency. Research shows that many 
young women fee! that they lack the power to make autonomous sexual decisions, a 
shortcoming that often leads to risky, unhealthy, and unwanted sexual experiences. Many 
girls fear that if they broach the topic of safe sex with their partners, they will be thought 
of as promiscuous and be rejected and ostracized as a result. 

These narrow and outdated gender stereotypes ignore the diversity of gender roles and 
family structures common in the U.S. today. Many programs also perpetuate sexist and 
racist stereotypes about women of color. When teachers and other adults present such 
stereotypes as fact, students are less likely to recognize gender discrimination, more 
likely to excuse acts of male sexual aggression (and less likely to recognize instances 
where males are victims of sexual violence), and less able to develop as ambitious. 
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intelligent, and healthy young adults. Indeed, the gender stereotypes taught in abstinence- 
only programs are dangerous not only because they undennine fentale sexual decision- 
making, but also because they limit opportunities and negatively affect societal 
expectations for men and women alike. 

Stigmatizing Homosexuality 

Abstinence-oniy programs also deliberately stigmatize LGBT (lesbian, gay, bisexual, 
transgender) youth and families. These programs are required by the federal fiinding 
guidelines to instruct students that heterosexual marriage Ls the “expected standard” for 
sexuality, and that having sexual relationships or children outside of marriage is harmful. 
Perpetuating such prejudice is damaging to teens who identify as LGBT or are struggling 
with their sexuality, and to children in LGBT-headed families. 

In addition, many abstinence-only programs conflate being gay with being HIV-positive, 
diseased, or disease-prone. Negative portrayals of homosexuality in abstinence-only 
programs can contribute to school harassment and violence as well as to discrimination 
against LGBT youth. More broadly, they send the message to young adults that 
discrimination against LGBT individuals is acceptable, thus implicitly (and often 
explicitly) undermining state and local anti-discrimination laws. 

The stigmatization of homosexuality in abstinence-only education is no accident. 

Because the federal abstinence-only fiinding definition requires funded programs to 
emphasize that a “mutually faithfiil relationship in the context of marriage is the expected 
standard of human sexual activity” and to emphasize the “harmful psychological and 
physical effects” of sexual activity outside of marriage, funded programs must either 
avoid the issue of homosexuality entirely or treat it negatively. 

Stigmatizin2 Single-Parent Families 

The emphasis on marriage in abstinence-oniy curricula also has a detrimental impact on 
the millions of children born and raised outside of marital relationships. Under federal 
law, funded programs must teach that bearing children out of wedlock is “harmflil” to 
children, parents, families, and society, and that a monogamous relationship in the 
context of marriage is the only acceptable expression of human sexuality. 

This rhetoric is of no minor concern. In 2004, 35% of all births were to unmanied 
parents. The federal abstinence-only funding definition sends a clear message about these 
children, stating: “Bearing children out of wedlock is likely to have harmful 
consequences for the child, the child’s parents, and society.” This immediately 
stigmatizes the millions of children bom to unwed parents, teaching them that their very 
existence is bad for society, and that their parents were wrong to have them. 

Moreover, in the past decade, the percentage of children living with both parents has 
dropped, while the percentage living in single-parent households has increased. By 2006, 
nearly one-quarter (23%) of children lived with only tlieir mothers, 5% lived with only 
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their fathers, and 5% lived with neither of their parents. Many children in the 12.2 million 
single-parent families in the U.S. live with or have overnight visits from a parent’s 
boyfriend or girlfriend. Sixteen percent of children living with single fathers and 1 0% of 
children living with single mothers also lived with their parent’s cohabiting partner. The 
fiinding definition stigmatizes all of these families and relationships by declaring that 
monogamy is the “expected standard” and that any sex outside of marriage is likely to be 
harmful. The extent of the harm to children’s respect for themselves and their parents 
from this condemnation and shame is unknown. 

Conclusion 


Abstinence-only prograpis in the U.S. and worldwide are facing increasing scrutiny by 
state and national governments, public health experts, women’s rights advocates, and 
concerned parents and young people. Challenges to these programs, through legislative 
efforts, commimity initiatives, and legal action, are seen nationwide, it is time for the 
federal government to stop funding these ineffective and harmtlil programs and to seek to 
ensure that young people receive accurate and complete sexual and reproductive health 
information and services. 


*7 
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April 22, 2008 

ietro TeenAIDS Organizational Statement 

The Public Health and Ethical Concerns with Abstinence-Only-Until-iarriage 
Programs and the Need for Comprehensive Sexuality Education 

Committee on Oversight and Government Reform 
Submitted for the Record 

Metro TeenAIDS is the only local organization in Washington, DC whose sole purpose is to fight 
the HIV/AIDS epidemic by, for, and with young people. In a city with the highest rate of new 
AIDS cases in the entire country and HIV infection rates among young people that have tripled 
in the last five years compared with the five years before that, K-12 comprehensive, age- 
appropriate, and medically accurate sexuality and HIV education is especially critical in 
stemming new HIV infections among District of Columbia youth. 

In Washington, DC, ten percent of all new HIV infections in our city are currently among young 
people aged 13 to 24, And yet, the most recent Youth Risk Behavior Survey indicates that there 
has been a steady decline in the number of students who report receiving HIV/AIDS education 
in school. We clearly believe that a comprehensive approach to sex and HIV education will 
positively impact the current and future health of our young people. 


And we wish to share with the Committee our public health and ethical concerns regarding 
abstinence-oniy-until-marriage programs and urge you to provide the necessary oversight to 
bring an end to federal funding for these ineffective programs. 

We believe that there is a true need for evidence-based, comprehensive sexuality education 
that meets the needs of all youth, and ttiiiy informs them about such topics as abstinence and 
contraception, among a variety of other topics. These principles lead Metro TeenAIDS’ HIV 
prevention education and we believe they too should be part of our country’s core principles for 
HIV and sexuality education. 

To this end, we wish to express our profound concern with the continuation of any funding for 
abstinence-only-until-marriage programs. Scientific evidence does not support abstinence-only- 
until-marriage programs. These programs have been funded by the federal government for 
over 25 yeais even though no study in a professional peer-reviewed journal has found them to 
be broadly effective. Most recently, a federally funded study of abstinence-only-until-marriage 
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April 22, 2008 

Metro TeenAIDS Organizational Statement 

programs was conducted by Mathematica Policy Research Inc. on behalf of the U.S. 
Department of Health and Human Services. Released in April 2007, the study found no 
evidence that abstinence-only-until-marriage programs have achieved their goal to increase 
rates of sexual abstinence--the entire supposed purpose of the programs. This report followed 
the findings from 13 states that have evaluated their own Title V abstinence-only-until-marriage 
programs with results ranging from finding the programs ineffective to finding them to be 
harmful. 

Furthermore, in early November 2007, the National Campaign to Prevent Teen and Unplanned 
Pregnancy released Emerging Answers 2007, a report authored by Dr. Douglas Kirby, a leading 
sexual health researcher, which discussed what programs work in preventing teen pregnancy 
and sexually transmitted diseases, including HIV. The report found strong evidence that 
abstinence-only-until-marriage programs do not have any impact on teen sexual behavior. 

And further, a report released by the non-partisan Government Accountability Office (GAO) in 
November 2006 added additional evidence to the already significant body of knowledge that 
abstinence-only-until-marriage programs are providing very little oversight and have few 
mechanisms in place to measure the effectiveness of the programs. 

These programs are not supported by any of the leading national or international public health 
and medical organizations. Every major national medical and public health organization 
supports a comprehensive approach to sexuality education. These include the American 
Academy of Pediatrics, the American Medical Association, the American Nurses Association, 
the American Public Health Association, the institute of Medicine, the National Institutes of 
Health, and the Society for Adolescent Medicine. And many local Washington, DC organizations 
such as the Metropolitan Washington Public Health Association and the DC Chapter of the 
American Academy of Pediatrics have explicitly supported a comprehensive approach. And new 
academic standards for health education adopted by the District of Columbia State Board of 
Education this past December are comprehensive and - while placing a strong emphasis on 
abstinence - are clearly not abstinence-only. Our city has endorsed the health standards and 
DC citizens too are firmly in support. 

We believe that youth in throughout the United States - and especially ones here in our nation's 
capital ■- deserve real solutions that will help delay the onset of sexual activity and prevent 
unintended pregnancies and sexually transmitted diseases, including HIV/AIDS. Abstinence- 
only-until-marriage programs are not the answer. We ask Congress to end abstinence-only- 
until-marriage programs and to act in the best interest of young people by supporting public 
health and education policies that are comprehensive, rooted in the best science, and reflect 
mainstream values. 


Sincerely, Metro TeenAIDS 
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On behalf of NARAL Pro-Choice America and the pro-choice American majority we represent 1 aJ'n 
honored to submit this testimony to the committee. I appreciate the efforte of the committee, and 
particularly Chairman Henry Waxman, for holding this oversight hearing to review and assess the 
federal governments ill-advised expenditures on risl^^ and discredited abstinence-only-until-marriage 
programs. 

Today's hearing could not be held at a more important time. Our nation is facing a crisis in adolescent 
reproductive health: The United States has the highest rate of teen pregnancy in the Western 
industrialized world. Nearly one-third of teenage girls become pregnant before reaching the age of 20 
- and almost 750,000 pregnancies occur annually among teens aged 15 to 19. line teen-birth rate rose 
three percent in 2006 - the first increase in the last 15 years - and the CDC recently reported that one in 
four teenage girls has a sexually transmitted infection (STI). 

Unfortunately, the Bush administration continues to turn a blind eye to the situation, letting ideology - 
not science -• drive our public-policy respoHvse to these twin epidemics of teen pregnancy and STI/HIV 
infections. Not only does the president’s FY'09 budget request yet another sharp increase in funding 
for discredited "abstinence-only” programs, but making matters even worse, he proposes deep cuts to 
UnV/AlDS and STI prevention programs as well. 


Teaching teens about abstinence is a critical part of a well-rounded and effective sex-education 
program. But abstinence by itself is not sufficient. Young people deserve complete and accurate 
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information about their reproductive health, including abstinence, pregnancy prevention, and 
STD/HTV prevention. Only when teens have reli^le information about their reproductive health can 
they make informed and appropriate decisions. 

To date, the federal government has squandered more d\an $1.5 billion in taxpayer dollars on 
"abstinence-only" programs. This huge expenditure conflicts with the vast preponderance of scientific 
and medical research, which clearly demoi^trates that "abstinence-only" programs are not proven 
effective and may in fact result in riskier behavior by teenagers. In April 2007, the independent 
research firm Mathematica Policy Research Inc. released a study - commissioned by the U.S. 
Department of Health and Human Services - concluding that students in "abstinence-only" programs 
are no more likely to abstain from sex, delay initiation of sex, of have fewer sexual partners than 
students who did not participate. Moreover, at least 13 states have evaluated their federally funded 
"abstinence-only" programs and not a single one found positive, long-term impact. Even worse, due to 
the programs" emphasis on contraceptive failure rates as opposed to proper and consistent use, the 
evaluations showed the programs had some negative effects on young people's willingness to use 
contraception. 

Not only do these programs not help our teens abstain from sex, many are rife with scientific 
inaccuracies, factual errors, and troubling biases that put our teens at greater risk for unintended 
pregnancy and sexually transmitted diseases. A 2004 House Government Reform Committee report 
found that more than two-thirds of Community-Based Abstinence Education programs used curricula 
that "contain false, misleading or distorted information about reproductive healdi," such as that 
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condoms fail more often than they actually do, ttiat sweat and tears can transmit HIV, and that women 
need "financial support” while men need "admiration." (Please see attachment for a list of tite most 
outrageous quotes being taught in "abstinence-only" classrooms.) 

Furthermore, the programs likely do not comply with existing federal law. In October 2006, the U. S. 
Government Accountability Office (GAO) served notice to the Bush administration that literature 
distributed by federally funded "abstinence-only" programs is by law required to contain medically 
accurate information about the effectiveness of condoms in preventing STIs. In a letter to Michael 
Leavitt, Secretary of Health and Human Services (HHS), the GAO dismissed a baseless Bush 
administration claim that materials provided by such programs did not fall within the scope of the law, 
which was passed in 2000. The GAO recommended "that HHS reexamine its position and adopt 
measures to ensure that, where applicable, abstinence education materials comply with this 
requirement." To our knowledge, HHS has simply ignored this recommendation. 

Equally troubling are the findings of a second GAO report - released in November 2006 - concluding 
that HHS provides little oversight of federally funded "abstinence-only" programs. Assessing tire 
accuracy and effectiveness of such programs, the GAO found that the Administration for Children and 
Families, which distributes the vast majority of "abstinence-only" dollars, "does not review its 
grantees' education materials for scientific accuracy and does not require grantees of either program to 
review their own materials for scientific accuracy." The GAO further concluded that, "because of these 
limitations, ACF cannot be assured that the materials used in its State and Community-Based Programs 
are accurate." These are startling revelations about an utterly unacceptable state of affairs. 
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In sum, by denying adolescents complete information and by censoring teachers, "abstinence-only" 
programs endanger our youth. The programs can harm teens by putting them at risk of pregnancy and 
STIs. They fail to provide information about contraception beyond failure rates, and, in some cases, 
provide misinformation. Widiout complete and accurate information, some teens therefore may forgo 
contraceptive use, jeopardizing their health and^exacerbating die public-health crisis we face today in 
adolescent health. 

Responsible, age-appropriate sex education, on the other hand, does work - and research proves that 
more comprehensive programs that discuss both abstinence and contraception have positive effects. In 
2001, the National Campaign to Prevent Teen Pregnancy concluded that sex- and HIV-education 
programs that discuss both abstinence and contraception delay the onset of sex, reduce the frequency 
of sex, and increase contraceptive use. Moreover, the organization's research dispels many of the 
myths that opponents of responsible sex education frequently claim. The research proves that 
traditional sex-education programs do not hasten the onset of sex, do not increase die frequency of sex, 
and do not increase the number of partners. Furthermore, the National Academy of Sciences' Institute 
of Medicine also has concluded that sex-education programs in schools do not increase sexual activity 
among teenagers. In sum, there is a clear scientific consensus on this point; claims to the contrary are 
simply untrue. 

Given the evidence, our nation's leading medical and public-healda organizations all support 
responsible and comprehensive sex education, including the American Academy of Pediatrics, die 
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American Medical Association, the National Education Association, and the American Public Health 
Association, among others. Moreover, poll after poll indicates that the American public overwhelming 
supports honest and traditional sex education as well. In fact, a 2004 poll revealed that only seven 
percent of Americans believe teachers should not provide sex education in schools, and another survey 
found that seven in ten Americans oppose the use of federal funds to promote the "abstinence-only" 
approach and censor information about condoms and contraception. 

Given the high stakes facing teens, the fact that almost half of all teens aged 15 to 19 in the United 
States have had sex, and the overwhelming evidence, it is clear that "abstinence-only" programs are 
misleading at best, and dangerous at worst. Congress should enact policies that effectively and 
responsibly address the current crisis in adolescent reproductive health. Federal funds should be 
directed to responsible sex-education programs that provide teens with tire information and skills they 
need to protect themselves and that have demonstrated positive results. Our yoimg people - and 
taxpayers - deserve programs that work, not ideology dressed up as pseudo-science. 

Again, I commend Chairman Waxman for his leadership in holding today's hearing and I hope that 
the evidence reviewed and assessed here today will help us all - lawmakers, public-health leaders, 
parents, teachers, and researchers - chart a more responsible course to address our nation's alarming 
crisis in adolescent-reproductive health. 


6 



534 



NARAL 

RnoChoice America 


20 Outrageous Excerpts 
From "Abstinence-Only" Programs 

Your federal tax dollars are paying for programs that include the following statements: 

1. One curriculum incorrectly liste "exposure to sweat and tears" as risk factors for HIV 
transmission."' 

2. "The liberation movement has produced some aggressive girls today."^ 

3. "At the least, the chances of getting pregnant witii a condom are 1 out of 6."^ Widely respected 
research shozvs that, used consistently and correctly, condoms are 99.9 percent effective in reducing 
the risk of pregnancy and STD trattsmission.^ 

4. "Married people have lower rates of suicide, increased recovery from illness, lower 
incidence of mental disorders, and less need for health care. Marriage increases the 
demonstraticMi of character traits necessaiy for successful living, such as sacrifice, humility, 
flexibility, empathy, and ability to delay gratification."® 

5. "Men are sexually like microwaves and wom«i sexually are like crock pots. A woman is 
stimulated more by touch and romantic words. She feels far more attracted by a man's 
personality while a man is stimulated by sight. A man is usually less discriminating about 
those to whom he is physically attracted."* 

6. "Relying on condoms is like playing Russian roulette. The first player spins the cylinder, 
points the gun to his/her head, and pulls the trigger. He/she has only one in six changes of 
being killed. But if one continues to perform this act, the chamber with the bullet will 
ultimately fall into position under the hammer, and the game ends as one of the players 
dies."^ 

7. "Marriage, not condoms, will protect you physically and emotionally."* 

8. "Women gauge their happiness and judge their success by their relationships. Men's 
happiness and success hinge on their accomplishments."’ 

9. While a man needs little or no preparation for sex, a woman often needs hours of emotional 
and mental preparation."'® 

10. "Infectious syphilis rates have more tfian doubled among teens since the mid-1980s"" 
According to the Centers for Disease Control and Prevention, 1999 scav the lowest annual number of 
cases reported since 1957. 

11. "Studies clearly show a large male advantage in visual-spatial abilities and higher 
mathematical reasoning. Every social explanation has been exhausted - this is innate. Only 
20 percent of American girls in elementary grades reach the average level of male 
performance in tests of spatial ability."'® 

12 . "A young man's natural desire for sex is already strong due to testosterone, the powerful 
male growth hormone." Young women in the class are told: "females are becoming 
culturally conditioned to fantasize about sex as well."'"’ 
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13. "Guys are more able to focus on c«r\e activity at a time and may not connect feelings with 
actions. Girls access bodi sides of the brain at once, so they often experience feelings and 
emotions as part of every situation."’^ 

14. "Because they generally become around le^ easily, females are in a good position to help 
young men learn balance in a relaticmship by keeping intimacy in perspective."^^ 

15. In another un-cited lesson, students are told "if she is a young teen, pregnant for the first 
time, d\ere is a chance the abortion will cause heavy damage to her reproductive organs. 
Heavy loss of blood, infection and puncturing of the uterus may all lead to future pregnancy 
problems."^^ Contraceptive Technology reports, "compared with child birth and other surgical 
procedures, legal abortions are remarkably safe."^^ 

16. In one program, sexual activity is compared to fire through a session where students are told 
to picture a fire in a fireplace and brainstorm adjectives to describe it. Suggested responses 
include "warm" and "safe." This picture is said to represent sexual activity in marriage. In 
contrast, students are told that sex outeide of marriage is like a fire on a hillside. Suggested 
descriptors for this include "out of control," "loss," "dangerous," and death."’^ 

17. "Following abortion, women are more prone to suicide and therefore need extra support 
from family and health professionals."^® Even anti-choice former Surgeon General C. Everett 
Koop, who under the direction of President Reagan exhaustively studied the issue, found no evidence 
of harmful effects from legal abortion. Dr. Koop concluded that "the data do not support the premise 
that abortion does or does not cause or contribute to psychological problems. 

18. "Most contraceptive methods require consistent and correct usage in order to achieve high 
effectiveness. The vast majority of teenagers do not yet have the maturity needed for that 
kind of behavior."22 

19. "Chlamydia can be diagnosed through a simple blood test"^^ According to the CDC's STD 
Information Hotline, there is currently no blood test that can diagnose chlamydia. Rather, this 
infection is diagnosed through ailtures or urine tests. 

20. In an analogy designed to keep high schoolers from engaging in any level of sexual activity, 
students are told, "Scientists discovered that if they put a frog in a bucket of hot water, it 
would jump out immediately, But if they put the frog in a bucket of cool water and heated 
the water slowly, they could cook the frog. The frog was lulled into a false security. It could 
never decide at what point the water became too hot." “ 


’ Special Investigations Division, U.S. House of Representatives, The Content of Federally Funded 
Abstinence-Only Education Programs, (2004) p. ii. 

2 Mast, Colleen Kelly. Sex Respect: The Option of True Sexual Freedom, Student Workbook. Respect Incorporated. 
Bradley, IL. 1997 Revised Edition, p. 85. 

^ Roach, Nancy and LeAnna Benn. Me, My World, My Future, Revised HIV material. Teen-Aid, Spokane, WA. 

1998 Edition, p. 257. 

■* P. Kesteknan and J. Trussell, "Efficacy of the Simultaneous Use of Ccmdoms and Spermicide," Family Planning 
Perspectives, Sep./Oct. 1991, vol 23, no. 5, p. 227. 

’ Why Am I Templed (WAIT) Training, Workshop Manual. Choosing the Best, Inc. Marietta, GA. 1996 Edition, p. 27. 

^ Why Am 1 Tempted (WAIT) Training, Workshop Manual. Choosing the Best, Inc. Marietta, GA. 1996 Edition, p. 40. 

^ Roach, Nancy and LeAnna Benn. Me, My World, My Future, Revised HIV material. Teen-Aid, Spokarxe, WA. 1998 
Edition, p. 258. 

® CLUE 2000: Creating Love and Uplifting Esteem, "The Price of Promiscuity." Pure Love Alliance, New York, NY. 2000 
Edition, p. 5. 
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^ Spanal Investigations Division, U.S. House of Repres«tlatives, The Content of Federally Funded 
Abstinence-Only Education Programs, (2004) p. 16. 

Why Am I Templed (WAIT) Training, Workshop ManuaL Choosir^ the Best, Ihc. Marietta, GA. 1996 Edition, p. 199. 
Mast, Colleen Kelly. Sex Respect: The Option of True Sexual Freedom, Student Workbook. Respect Incorporatal. 
Bradley, IL. 1997 Revised Edition, p. 36. 

Division of STD Prevention, STD Surveillance, 1999. (Department of Health and Human Services. Center for 
Disease Control and Prevention. Atlanta, Georgia. September 2000.) p. 7. 

Why Am I Tempted (WAIT) Training, Workshop Manual. Choosing the Best, Inc. Marietta, GA. 1996 Edition, p. 40. 
M^t, Colleen Kelly. Sex Respect: The Option of True Sexual Freedom, Student Workbook. Respect Incorporated. 
Bradley, IL. 1997 Revised Edition, p. 6. 

Cook, Bruce. Choosing The Best Ufe, Leader Guide. Choosing tite Best, Inc. Marietta, GA. 1998 Revised Edition, p. 7. 
Mast, Colleen Kelly. Sex Respect: The Option of True Sexual Freedom, Student Workbook. Respect Incorporatai. 
Bradley, IL. 1997 Revised Edition, p. 86. 

Mast, Colleen Kelly. Sex Respect: The Option of True Sexual Freedom, Student Workbook. Respect Incorporated. 
Bradley, IL. 1997 Revised Edition, p. 85. 

Hatcher, et al. Contraceptive Technology, p. 693. 

Why Am I Tempted (WAIT) Training, Workshop Manual. Choosing the Best Inc. Marietta, GA. 1996 Edition, p. 76. 

^ Roach, Nancy and LeAnna Benn. Me, My World, My Future, Student Workbook. Teen-Aid, Spokane, WA. 1998 
Edition, p. 157. 

21 Letter from C. Everett Koop, Surgeon General Dep't of Health & Human Services, to Ronald Reagan, President of 
the United States (|an. 9, 1989). 

22 Fuller, Rose. Janet McLaughlin and Andrew Asato. Family Accountability Communicating Teen Sexuality (FACTS), 
Teacher's Guide. Northwest Family Services, Portland, OR 2000 Edition, p. 98. 

23 Cook, Bnice. Choosing the Best PATH, Leader Guide. Chocjsing the Best Inc. Marietta, GA. 1998 Revised Edition, p. 

11 . 

2* M. Batchelder and M. Kempner, "Keeping Our Youth 'Scared Chaste' SEICUS Curriculum Review: Choosing The 
BEST Path", p.5. 

23 Fuller Rose, Janet McLaughlin and Andrew Asato. Family Accountability Communicating Teen Sexuality (FACTS), 
Teacher's Guide. Northwest Family Services, Portland, OR. 2000 Edition, p. 76. 
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Statement of Sarah S. Brown, CEO, The National Campaign to Prevent Teen and 
Unplanned Pregnancy 

Comment Submission to the Committee on Oversight and Government Reform 
Hearing on Domestic Abstinence-Only Programs; Assessing the Evidence 
April 23, 2008 

On behalf of the National Campaign to Prevent Teen and Unplanned Pregnancy, I am 
pleased to submit comments to the Committee on Oversight and Government Reform as it 
investigates the existing evidence about the impact of two principle types of United States sex 
education programs. These two types of programs are often referred to as comprehensive sex 
education and abstinence-only sex education. 

The National Campaign is a nonprofit, nonpartisan organization whose mission is to 
improve the lives and future prospects of children and families and, in particular, to help ensure 
that children are bom into stable, two-parent families who are committed to and ready for the 
demanding task of raising the next generation. Our specific strategy for reaching this goal is to 
prevent teen pregnancy and unplanned pregnancy among single, young adults. We support a 
combination of responsible values and behavior by both men and women and responsible 
policies in both the public and private sectors. 

We approach teen and unplanned pregnancy prevention not only as an important way to 
improve the prospects for this generation of young people and their children, but also as a 
powerful way to make progress on other critical issues facing the nation. If we succeed, child 
and family well-being will improve. In particular, there will be less poverty, more opportunities 
for young men and women to complete their education or achieve other life goals, fewer 
abortions, a reduced burden on taxpayers, and a stronger nation. For example, although teen 
childbearing cost taxpayers $9. 1 billion nationally in 2004, the one-third decline in teen 
childbearing between 1991 and 2004 saved taxpayers $6.7 billion in 2004 alone.' 


Trends in Teen Pregnancy 

After years of high and often increasing levels, since the early 1990s the teen pregnancy 
and birth rates have declined steadily in all states and among all ethnic and racial groups. 
However, despite the nation’s success in meeting the National Campaign’s initial challenge to 
reduce teen pregnancy by one-third over a decade, there is much work to be done. In 2006, the 
National Campaign issued another challenge for the nation to again reduce teen pregnancy rates 
an additional one-third by 2015. It is still the case that the United States has the highest rates of 
teen pregnancy and birth among comparable countries in the industrialized world.^ Three in 10 
teen girls gets pregnant at least once before the age of 20, resulting in 729,000 teen pregnancies 
and well over 400,000 teen births each year^. Additionally, it should be noted that progress has 
not been uniform among all ethnic and racial groups: 53 percent of Latina teens and 51 percent 
of African American teen girls will become pregnant at least once before age 20. Finally, data 
suggests that we cannot afford to become complacent: teen birth rates have increased recently for 
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the first time in 15 years. According to the National Center for Health Statistics, the teen birth 
rate increased three percent between 2005 and 2006. 


Teen Pregnancy’s Link to Other Social Issues 

It is critically important that we redouble our efforts to help more young people avoid 
early pregnancy and childbearing because these issues are closely linked to a host of other 
significant social problems, including poverty and income disparity, child well-being, out-of- 
wedlock births, and education, to name just a few. For example: 

• A child bom to an unmarried teen who has not completed high school is nine times 
more likely to grow up in poverty than if that same child was bom to a married 
couple who had completed high school and delayed childbearing until at least age 
20 .“ 

• The children of teen mothers are more likely to be bom prematurely and at low 
birthweight^ and are two times more likely to suffer abuse and neglect* compared to 
children of older mothers. 

• Children in single-parent families are more likely to get pregnant as teens than their 
peers who grow up with two parents.^ In fact, teen girls without fathers are twice as 
likely to be sexually active at an early age and are seven times more likely to get 
pregnant than their peers with both parents in the home.® 

• Less than half of mothers (40 percent) who have a child before they turn 1 8 ever 
graduate from high school and less than two percent of those teen mothers have a 
college degree by age 30, compared to three-quarters and nine percent, respectively, 
of young women who wait until age 20 or 2 1 to have children.^ 


Why are the Rates Declining? 

One of the questions we are most frequently asked at the Campaign is, “why have the 
rates been declining?” The short answer is that teen pregnancy rates are declining because of 
less sex and more contraception. That is, a smaller proportion of teens are having sex, and those 
who are sexually active are using contraception more consistently. Because of data limitations, 
however, it is difficult to determine the precise contribution of each of these factors to the 
decline in teen pregnancy. We do know that sexual activity among teens is down 14 percent 
since 1991. Less than half (47 percent) of teens have ever had sex, which is a change since 1991 
when the majority (54 percent )of teens reported having had sex.'° And for those who are 
sexually active, there has been a dramatic 47 percent increase in the use of condoms." 

Given that teens are already behaving in more careful ways — having less sex and using 
contraception more — -the interesting question is: why are they doing so? If we knew what led to 
this added caution, we could build on those insights to accelerate the decline. Most experts 
believe that teen pregnancy rates have declined because of some combination of the following: 
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• Greater public and private efforts to prevent teen pregnancy. States have dramatically 
increased their efforts to reduce teen pregnancy. At present, there are some 41 teen 
pregnancy coalitions at the state level, up from 32 in 1995.'^ 

• Fear of AIDS and other sexually transmitted diseases. In conversations with the National 
Campaign, teens say time and again that fear of sexually transmitted diseases (STDs), 
and AIDS in particular, factors heavily into their decisions about sex. 

• The availability of especially effective contraceptives. 

• New messages about work and child support embedded in welfare reform. The 1996 
welfare reform law contained several important messages. To young women, it said, “if 
you become a mother, this will not relieve of you an obligation to finish school and 
support yourself and your family through work or marriage. And any special assistance 
you receive will be time-limited.” To young men, it said, “if you father a child out-of- 
wedlock, you will be responsible for supporting that child.”' 


What Works to Prevent Teen Pregnancy? 

While many factors have undoubtedly contributed to the decline in teen pregnancy and 
birth rates, part of the credit surely goes to the many pregnancy and STD/HIV prevention 
programs in place nationwide. There is now persuasive evidence that a limited number of 
programs can delay sexual activity, improve contraceptive use among sexually active teens, 
and/or prevent teen pregnancy. The strongest evidence stems from program evaluations that are 
experimental in nature — that is, participants are randomly assigned to treatment and control 
groups — ^and focus on changes in behavior of program participants rather than just changes in 
attitudes, knowledge or behavioral intent. Less powerful but still important evidence also comes 
from using quasi-experimental designs. 

In November 2007, the National Campaign released Emerging Answers 2007: Research 
Findings on Programs to Reduce Teen Pregnancy and Sexually Transmitted Diseases, a 
comprehensive research review by Douglas Kirby, PhD. Emerging Answers 2007 (EA 2007) 
identifies 15 programs with strong evidence of success. Seven are classified as sex education 
programs, two are community service learning programs, two are programs with several 
components, two involve ways clinicians interact with patients, and one is a parent-teen program. 
EA 2007 also identifies 17 characteristics of effective programs and asserts that the single most 
important characteristic is repeated clear and consistent messages about sex and contraceptive 
use. 


Although the debate as to which type of sex education program is most appropriate for 
teens endures, EA 2007 also provides more contextual evidence about both abstinence-only and 
comprehensive sex education. One of the signature findings of EA 2007 is that a wide variety of 
comprehensive sex education programs — ^that is, programs that include abstinence messages but 
also give extensive and accurate information about contraception and condoms— have evidence 
showing that they are able to raise the age of first intercourse, increase contraceptive and condom 
use among sexually active youth, and/or actually reduce teen pregnancy and the risk of STDs. 
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Of the 48 comprehensive programs that were reviewed, more than two-thirds (69 percent) 
reduced risky sexual behavior by improving one or more types of behavior, and 38 percent 
improved two or more types of behavior. Another significant finding is that no comprehensive 
program hastened the initiation of sex or increased the frequency of sex among teens. 

EA 2007 documents that in contrast to comprehensive programs, there is not sufficient 
evidence at present to suggest that abstinence-only programs — programs that stress abstinence as 
the only acceptable form of sexual activity before marriage and include either no information on 
contraception or condoms, or information that mainly emphasizes problems, side effects, and 
failure — delay the initiation of sex, hasten the return to abstinence, or reduce the number of 
sexual partners. Similar findings were released by Mathematica in April 2007 when the 
federally funded research showed that four promising abstinence-only programs had no 
behavioral impact when rigorously evaluated using an experimental design. 

According to EA 2007, many abstinence programs improved teens’ attitudes towards 
abstinence and/or their intentions to abstain, but those improvements did not translate into 
changes in behavior. However, it is critical to recognize that it is impossible to generalize about 
the effectiveness of abstinence-only programs as an intervention strategy because only a small 
number of abstinence-only programs have been evaluated to date and those that have been 
evaluated do not necessarily reflect the great diversity of abstinence-only programs currently 
offered. 

Research about what works to help teens avoid sex is continually growing. Since the 
original comprehensive review Emerging Answers: Research Findings on Programs to Reduce 
Teen Pregnancy was released in 2001, the number of studies measuring program impact has 
increased by 50 percent, their methodological rigor has improved substantially, and additional 
studies on the behavior that affects teen pregnancy and sexually transmitted diseases as well as 
the factors affecting such behavior have been published. 

We encourage those who want to learn more to review What Works 2008: Curriculum- 
Based Programs that Prevent Teen Pregnancy, an overview of what is known about carefully 
evaluated interventions to help prevent teen pregnancy. For more extensive materials on this 
topic, please visit www.TheNationalCampaien.org . 


Implications for Federal Policy 

The reality is that most Americans do not see abstinence and contraception as an either/or 
proposition. The American public — both adults and teens — remain deeply committed to 
encouraging teens to delay sexual activity and to providing young people with information about 
contraception when they become sexually active. In fact, over 90 percent of both adults and 
teens agree that teens should be given a strong message that they should not have sex until they 
are at least out of high school, and the clear majority of adults (73 percent) and teens (56 percent) 
wish teens were getting more information about both abstinence and contraception. 
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However, to date, there is no federal funding dedicated exclusively for education or 
programs to prevent teen pregnancy that focus both on abstinence and contraception. Thus far, 
the only major investment by the federal government in sex education has been in abstinence- 
only education, which has not produced sufficient evidence to justify the large investment at the 
expense of other approaches for which there is stronger evidence. Consequently, states and 
communities have been limited in their ability to employ and sustain a range of teen pregnancy 
prevention programs that reach a significant number of teens. 

The National Campaign has long believed that it is important to give states and 
communities adequate flexibility to pursue strategies that respect diverse local values and 
cultures. The evidence base and knowledge about what works to prevent teen pregnancy is 
growing, and it is important to invest in replicating programs that have evidence of changing 
teens’ behavior. It is also apparent that more research is needed to continue to broaden the menu 
of options. Simply put, the federal government should direct investments to carefully develop 
and evaluate both abstinence-only and comprehensive programs so that communities have a 
range of high quality, evidence-based approaches to preventing teen pregnancy. Regardless of 
the focus of a particular program, the National Campaign also firmly believes that the content of 
all teen pregnancy prevention programs should be honest and medically accurate. 


Programs Cannot Do It All 

While effective programs to reduce teen pregnancy exist and should be expanded, it is 
unrealistic and unfair to assume that community programs alone will solve the problems of too- 
early pregnancy and parenthood entirely. Only a fraction of teens are enrolled in programs, and 
many community-based programs are small, fragile, and often given too few financial resources 
to do their important job as well as they would like. 

Making progress on preventing teen pregnancy requires not only better programs but also 
broader efforts to influence values and popular culture. Teen pregnancy is rooted in broad social 
phenomena, including the images portrayed in the media, the values articulated by parents and 
other adults, and popular teen culture most of all. It is for this reason that the National Campaign 
works on many fronts to prevent teen pregnancy, including cultivating relationships with such 
key sectors as the entertainment and news media, faith communities, policymakers, the business 
community, state and local leaders, parents, and both teens themselves. 


Recommendations 

1. Congress should allow states and communities flexibility in supporting medically 
accurate interventions designed to prevent teen pregnancy; such flexibility respects 
local values and cultures. 

2. Congress should invest a significant amount of funding to develop and assess the 
eflectiveness of a range of programs that are designed to reduce teen pregnancy; 
abstinence programs as well as those that provide complete information about 
contraception should be included in this research and demonstration commitment. 
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3. Congress should fund a national resource center to collect and disseminate 
information about what works to prevent teen pregnancy. A national resource 
center would provide easy access for people to get information about the latest 
research evidence, as well as promising practices. 

4. Congress should invest resources in a large-scale effort to reach teens and young 
adults where they are, which includes working through various forms of media 
(including entertainment media, online communities, wireless devices and more). 
Funding should also be provided for a non-profit organization to facilitate this 
work. 
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Statement of the National Partnership for Women & Families on the Public Health 

and Ethical Concerns with Abstinence-Oniy-Until-Marriage Programs 

Submitted for the Record 
April 23, 2008 

The National Partnership for Women & Families is pleased to submit a statement for 
today’s hearing in the House Committee on Oversight and Government Reform, “Domestic 
Abstinence-Only Programs: Assessing the Evidence.” Our statement highlights a few of the 
reasons - practical, public health, and ethical - to question continuing the public investment in 
ideologically driven abstinence-only-until-marriage programs. These programs promote 
abstinence from sexual activity, often providing incomplete and/or misleading information about 
contraception and sexually transmitted infections (STIs). They also prescribe unrealistic, 
marriage-focused goals that run counter to the life choices of virtually all Americans. 

Certainly, the National Partnership recognizes that abstinence, especially for young teens, 
is the healthiest choice. We strongly support encouraging teens to postpone sexual activity and 
we know that parents, health care providers, and other responsible adults have critical roles to 
play in instilling values and educating children and teens about sexual development and 
responsible behavior and decision-making. 

At the same time, it is critical that Congress acknowledge the growing body of evidence 
that confirms that abstinence-only programs are not effective at delaying sexual initiation, 
preventing unwanted pregnancy, or reducing STIs. Federal and state governments have invested 
more than $1.3 billion in these programs since 1997 and evidence shows that they are at best, 
ineffective, and at worst, dangerous to America’s youth. Programs that refuse or fail to teach our 
youth how to protect themselves against unwanted pregnancy and sexually transmitted infections 
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leave them more vulnerable to unintended pregnancy, HIV/AIDS and other diseases. In addition, 
abstinence-only programs also offer little to teens who are already sexually active, encourage 
further stigmatization of those who may be gay, lesbian, bisexual, or transgender, and put health 
educators in the untenable and unethical position of having to withhold vital information. 

Program Requirements Are Not Evidence-Based. 

Federal abstinence-only programs must adhere to a stringent eight-point definition of 
education that requires funded programs to have the “exclusive purpose of teaching the social, 
psychological, and health gains to be realized by abstaining from sexual activity.” They must 
teach, among other things, that “sexual activity outside of marriage may have harmful 
psychological and physical effects” and that “a mutually faithful monogamous relationship in the 
context of marriage is the expected standard for all school-age children.”' 

This eight-point definition isn’t grounded in evidence-based, public health or social 
science research. Rather, it promotes a socially conservative “values” agenda put forward by 
members of Congress who were focused more on ideology than on what was best for young 
people. Program guidance explicitly prohibits any discussion of contraceptives, except for failure 
rates, even though there is no credible evidence for the premise that underlies that guidance - that 
teaching young people about contraceptives encourages them to be sexually active. The 
administration chose to go even further in specifying that Section 510(b) abstinence grants to 
states target individuals up to age 29 - a policy which attempts to dictate the sexual behavior of 
adults. 

Parents Don ’t Support Abstinence-Only Education. 

The vast majority of parents favor sex education that is comprehensive, medically 
accurate, and age-appropriate - with good reason. Parents see such courses and content as 
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supplementing, not supplanting, their discussions at home. They want their children to be taught 
the benefits of delaying the onset of intimate sexual relationships until they are mature and 
responsible and to be given the information and skills they need to use condoms and 
contraception when they choose to become sexually active. 

According to a poll conducted in 2003 by the Kaiser Family Foundation, National Public 
Radio, and Harvard University, only 15 percent of Americans believe that schools should only 
teach abstinence from sexual intercourse and should not provide information on condoms and 
other contraception.^ A March 2007 poll of registered voters conducted by the National Women’s 
Law Center and Planned Parenthood Federation of America yielded similar results, with more 
than three out of four respondents preferring comprehensive sex education curricula, while only 
14 percent supported teaching “abstinence only” in public schools.^ 

Most parents believe that teens are capable of absorbing a two-pronged message: 
abstinence from sexual activity is best until you are in a committed, loving relationship, but if and 
when you engage in sexual activity, be responsible and know how to protect yourself and your 
partner. 

The abstinence until marriage agenda that abstinence-only programs promote runs counter to 
the life choices of almost ail Americans. 

• The present median age of sexual initiation is 1 7. 

• 5 percent of teenagers become pregnant each year and by the time they turn 20, 30% of 
teens have become pregnant. The vast majority of those pregnancies were unintentional.'' 

• 47 percent of all high schools students report having sex at least once and 63 percent 
saying they have engaged in sex by the spring semester of their senior year. ^ 

• The average age of marriage is 23 to 26 for women and 27 to 28 for men, meaning that 
the length of time between sexual onset and marriage is eight to 10 years on average.^ 

• More than 90 percent of Americans have sex before marriage, according to the 
government 's own National Center for Health Statistics. ^ 
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• The gap between sexual onset and marriage has increased across time and premarital 
sex is an almost universal practice. Even among those who abstained from sex until age 
20 or older, 81 percent have had premarital sex by age 44^ 

• By age 30, about half of US. women have cohabited outside of marriage.^ 

• The number of Americans who are unmarried and single has been growing steadily in 
recent years, reaching 89.8 million in 2005, and including 41 percent of all US. 
residents age 18 and older. In 2005, 55 million households were headed by unmarried 
men or women — 49 percent of households nationwide: and 12.9 million single parents 
lived with their children. 

Government-sponsored programs should fill the information gap, not make it worse. 

Given that so many students will not abstain from sex, programs have an obligation to 
help teens understand the risks and responsibilities that come with sexual activity. Survey after 
survey indicates that adolescents have a tremendous unmet need for information related to 
sexuality, contraception, STIs, and making sexual decisions. 

A nationwide survey conducted by the Kaiser Family Foundation and Seventeen 
Magazine found considerable gaps in teens’ knowledge. The survey found that many teens hold 
misconceptions and harbor unnecessary and unfounded fears - such as the belief that 
contraception can cause infertility or birth defects. Nearly 20 percent of surveyed teens 
underestimated the effectiveness of the contraceptive patch or ring, and more than 25 percent said 
they believed that emergency contraception causes abortion. Few teens understood the 
effectiveness of the male condom in preventing STIs, including HIV. In addition, more than 25 
percent of the teens did not know that oral contraception provides no protection against sexually 
transmitted diseases." 

The government-sponsored abstinence evaluation conducted by Mathematica Policy 
Research confirmed that teens have important gaps in knowledge of STIs. The study found that 
on average, youth got only about half the answers correct regarding the health consequences of 
STIs." 
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The March 2008 CDC data on sexually transmitted infections reinforces the need for medically 
accurate information and greater utilization of health service. 

CDC’s data on sexually transmitted infections is a sobering reminder that teenage girls 
need better information, as well as more screening and treatment. The fact that at least one in four 
teenage girls nationwide - more than three million teens - has a sexually transmitted infection is a 
measure of our failure. We should be taking money from the abstinence-only programs that don’t 
work, and instead putting it into sexuality and prevention programs that will reduce these 
appalling numbers. 

Given that the health effects of STIs for women - from infertility to cervical cancer - are 
particularly severe, there is no time to waste. STI screening, vaccination and other prevention 
strategies for sexually active women should be among our highest public health priorities, 
especially since an estimated half of all new HIV infections occur in people under age 25.'^ 

For Health Care Providers, Withholding Information is Unethical. 

Health care providers and health educators have ethical obligations to provide accurate 
health information. Patients and students have a right to the most accurate and complete 
information - information that can help them young people achieve good health outcomes. 

Current federal abstinence laws and guidelines are ethically problematic because they limit the 
information - including accurate information about contraception and safer sex - available to 
young people. So it is not surprising that many highly respected national organizations support 
comprehensive sex education, including the American Academy of Pediatrics, American College 
of Obstetricians and Gynecologists, American Medical Association, American Public Health 
Association, National Campaign to Prevent Teen Pregnancy, National Education Association, 
National Medical Association, National School Boards Association, and the Society for 
Adolescent Medicine, among many others.''* 
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Abstinence-only-until-marriage as an alternative to birth control is highly ineffective. 

Like other methods, abstinence-only-until-marriage works if 'used' consistently and 
correctly. Common sense as well as available research, suggests that in the real world, it can and 
does fail routinely. 

Researchers in a recent study of teens who made a public pledge to abstain until marriage 
questioned the youth again six years after they made the pledge. They found that more than 60 
percent had broken their vow to remain abstinent until marriage. They also found that teens who 
took virginity pledges begin engaging in vaginal intercourse later than non-pledging teens, but 
pledgers were more likely to engage in oral or anal sex than non-pledging virgin teens and less 
likely to use condoms once they become sexually active. Pledgers were much less likely than 
non-pledgers to use contraception the first time they had sex and also were less likely than other 
teens to have undergone STI testing and to know their STl status. As a result, the STl rates 
between pledgers and non-pledgers were statistically similar.” 

Recent drops in adolescent pregnancy are largely a function of contraceptive use rather than 
abstinence-only education. 

Improved contraceptive use is responsible for 86 percent of the decline in the U.S. 
adolescent pregnancy rate between 1995 and 2002.” Only 14 percent of the change among 15- to 
19-year-old women was attributable to a decrease in the percentage who were sexually active.” 

Even though the birth rate for teenagers fell to 40.4 births per 1,000 women aged 15-19 in 
2005, the lowest in 65 years,” the United States continues to have the highest teenage birth rate 
of any of the world’s developed nations.’’ 
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The $1.3 billion in federal and state expenditures for abstinence-only programs is money 
poorly spent. 

The claims made by abstinence-only proponents - that comprehensive sexuality education 
promotes promiscuity, hastens the initiation of sex or increases its frequency, and sends a 
confusing message to adolescents - are specious. A congressionally-mandated study conducted 
for the Department of Health and Human Services by Mathematic Policy Research and released 
last year reviewed four separate abstinence programs. Youth in the four programs were no more 
likely than other youth to have abstained from sex in the four to six years after they began 
participating in the study. Youth in both groups who reported having sex had similar numbers of 
sexual partners and had initiated sex at the same average age. “ 

A review of federally funded programs by researcher Doug Kirby released in November 
of 2007 found that programs that focused exclusively on abstinence did not affect teen sexual 
behavior. The report found that, "At present there does not exist any strong evidence that any 
abstinence program delays the initiation of sex, hastens the return to abstinence or reduces the 
number of sexual partners" among teenagers. The study found that while abstinence-only efforts 
appear to have little positive impact, more comprehensive sex education programs were having 
"positive outcomes" including teenagers "delaying the initiation of sex, reducing the frequency of 
sex, reducing the number of sexual partners and increasing condom or contraceptive use." "Two- 
thirds of the 48 comprehensive programs that supported both abstinence and the use of condoms 
and contraceptives for sexually active teens had positive behavior effect," the report found. Such 
programs improved teens' knowledge about the risks and consequences of pregnancy and 
sexually transmitted diseases, and gave them greater "confidence in their ability to say 'no' to 
unwanted sex." Just this month, a report in the Journal of Adolescent Health concluded that 
abstinence-only programs have “no significant effect” on "delaying the initiation of sexual 
activity or in reducing the risk for teen pregnancy" and STIs. Authors added that comprehensive 
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sexuality education programs significantly reduced the risk of pregnancy when compared with 
abstinence-only education or no sexuality education at all. Comprehensive sex education also 
was associated with a marginally reduced likelihood of a teen becoming sexually active, when 
compared with no sex education. Researchers note that, because their findings indicated a 
decreased likelihood of pregnancy among teens who received comprehensive sex education, 
adolescents who received abstinence-only education might "engage in higher risk behaviors once 
they initiate sexual activity." Although further research is needed to examine the effects of 
formal sex education, the study’s findings "suggest that formal comprehensive sex education 
programs reduce the risk for teen pregnancy without increasing the likelihood that adolescents 
will engage in sexual activity," and these findings "confirm results from randomized controlled 
trials that abstinence-only programs have minimal effect on sexual risk behavior." 

An earlier report issued in December of 2004 by the Minority Staff of the House Committee 
on Government Reform found that more than two-thirds of abstinence-programs funded under 
Title V are using curricula with multiple scientific and medical inaccuracies. These curricula 
contained misinformation about condoms, abortion, and basic scientific facts, such as: 

• "tears ” and "sweat " can transmit HIV; 

• condoms do not help prevent the spread of STDs; 

• 5% to 10% of women, who have legal abortions will become sterile; 

• a 43-day-old fetus is a “thinking person 

Many also blurred religion and science and presented gender stereotypes as fact. 

Many states and well-regarded researchers have conducted evaluations and arrived at 
similar conclusions. Scott Frank of Case Western Reserve University School of Medicine in 
Cleveland found that the curricula used in Ohio's abstinence-only programs - offered in 85 out of 
88 counties - contained false and misleading information about abortion and contraception. It 
also found that the curricula reinforced gender stereotypes and notions about sex that are not 
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based in science. One program told teens they should "be prepared to die" if they use condoms 
because they are likely to fall off or break, according to Frank's study.^^ 

States Are Turning Down Funding. 

The most compelling verdict on the program comes from the states - 1 7 of which have 
turned down Title V abstinence funds even in the face of economic downturns that have left them 
scrambling for resources. Many have based their decisions on the growing number of state and 
national evaluations that call into question the efficacy and accuracy of abstinence-only 
programs. 

It is past time for the federal government to stop funding ideologically-based abstinence- 
only programs that are failing our young people, and instead use those resources to fund 
comprehensive sexuality education programs that will help reduce unintended pregnancy, reduce 
the spread of sexually transmitted infections including HIV/AIDS, and help young people make 
responsible choices. 
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Testimony of Judy Waxman 

Vice President for Health and Reproductive Rights, National Women’s Law 

Center 

Committee on Oversight and Government Reform 
April 23, 2008 

Chaimian Waxman and members of the Committee on Oversight and Government Reform, 
thank you for this opportunity to provide written testimony on behalf of the National 
Women’s Law Center. As a non-profit organization dedicated to expanding the possibilities 
for women and girls in this country since 1972, we would like to express our concerns to the 
Committee regarding the effect of abstinence-only-until marriage programs (“abstinence- 
only programs”) on the health and well-being of young women in America. 

Young people in the United States — particularly young women — ^need education and 
information to prevent unintended pregnancies and sexually transmitted infections (STIs). 
Each year, 750,000 adolescent females in the U.S. become pregnant,' and 15-24 year olds 
report more than 9 million cases of sexually transmitted infections (STIs)." Teen pregnancy 
rates are far higher in the U.S. than in most other developed country,'" and the Centers for 
Disease Control and Prevention (CDC) recently announced that one in four young women, 
and one in two young black women, between the ages of 14 and 19 have an STL"' Young 
women, particularly young women of color, bear the burden of unintended pregnancies and 
a disproportionate share of STIs. 

Unfortunately, abstinence-only programs fail to provide — and, in fact, undermine — the 
information and education young people need to make responsible, healthy decisions. 

Rather than address the growing need for public health interventions, abstinence-only 
programs undermine the very messages young people need to make responsible, healthy 
decisions. 

The weight of the evidence indicates that abstinence-only programs fail to prevent 
adolescents from engaging in sexual activity outside of marriage, the primary objective of 
abstinence-only education; nor do they increase the likelihood that teens will practice safer 
sex methods when they do become sexually active. The latter effect is unsurprising, as 
abstinence-only programs specifically exclude from their curricula information about 
contraceptives — a critical part of any public health effort to prevent teen pregnancy and 
STIs — save for their failure rates. Furthermore, the information that abstinence-only 
programs do provide about contraception and other reproductive health services has been 
foimd to be inaccurate and misleading, thus undermining young people’s confidence in 
contraception and knowledge about how to properly employ it when they do become 
sexually active. Abstinence-only programs promote stereotypes about gender and 
relationships that may compromise young women’s confidence in their ability to make 
responsible, pro-active decisions about their sexual health and alienate youths at especially 
high risk for problems relating to sexual health. 
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Comprehensive sex education, in contrast, provides young people with information and 
education to make responsible decisions about sexual health. It acknowledges the severity 
of the crisis of adolescent sexual health in the U.S. and offers intuitive and effective 
solutions that get to the root of the problem. Americans recognize that adolescents need an 
intervention that works and strongly support comprehensive sex education. 


Young Women in the U.S. Suffer from High Rates of Unintended Pregnancy and 
Sexually Transmitted Infections 

Young people, particularly young women, are in critical need of information and education 
that will help them prevent an unintended pregnancy and protect against STIs. While the 
teen pregnancy rate in the United States has diminished since 1990'' — largely due to more 
consistent contraceptive use among adolescents'’’ — it remains significantly higher than in 
comparable nations,''" and continues to disproportionately burden young women of color.''"' 
Meanwhile, rates of STI incidence among U.S. teens are soaring: 15-24 year-olds account for 
nearly 50 percent of all new STIs each year,'* with rates dramatically higher than that of teens 
in comparable European nations." One in four young women, and one in two young black 
women, between the ages of 14-19 suffer from an STI.*' 

Young women generally do not intend to become pregnant — indeed, 82 percent of teen 
pregnancies are unintended*" — yet each year, 75 pregnancies occur per 1,000 women ages 
15-19.*'" Pregnancy at a young age can severely limit a young woman’s ability to complete 
her education and subsequently find a well-paying job. One-quarter to one-third of high 
school dropouts cite pregnancy or parenting as a factor in their decision to leave school.*"' 

Sexually transmitted infections can also have a long-term impact on young people. 

Chlamydia and gonorrhea can result in infertility and chronic pain, and certain strains of 
Human Papillomavirus (HPV) may lead to persistent infection that can progress to cervical 
cancer in women.** Half of the new HIV iiifections in America each year occur among 
youths ages 15-24.**' 

There are, additionally, vast racial and ethnic disparities in the incidence of STIs and 
unintended pregnancies, with women of color disproportionately at risk. In 2001, the 
Chlamydia rate among African-American women ages 1 5 to 1 9 was nearly seven times 
higher than among white females (8,483 and 1 ,276 per 1 00,000 females), and 75 percent of 
all reported cases of gonorrhea occurred among Afncan Americans.**" In 2005, HIV 
infection was the leading cause of death for black women (including African-American 
women) aged 25-34 years**"'; though black and Hispanic women represent 24% of all US 
women,*'* women in these 2 groups accounted for 82% (8,807/10,774) of the estimated 
total of AIDS diagnoses for women in 2005.** Black females have the highest teen 
pregnancy rate (134 per 1,000 women aged 15-19 in 2005), followed by Hispanics (131 per 
1,000) and then non-Hispanic whites (48 per 1,000).**' 
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Abstinence-Only Programs Undermine Adolescents’ — Particularly Young 
Women’s — ^Ability to Make Responsible Decisions about Sexual Health 

Rather than addressing this critical public health need through comprehensive sex education 
that has been proven effective, the federal government has wasted more than $1.5 billion on 
abstinence-only programs that have failed our teens.™' 

History of Federal Funding for Abstinence-Only Programs 

The ideological and legislative foundations for abstinence-only programs were established in 
1981, when President Reagan signed The Adolescent Family Life Act (AFLA) into law as 
part of the Omnibus Reconciliation Act.™'' Since that time, the fedferal investment in 
abstinence-only programs has grown nearly 6,000 percent from $4 million in 1982 to more 
than $240 million in fiscal year 2008, despite a lack of research proving their 
effectiveness.™'' 

There are currently three federal funding streams for abstinence-only programs. Title V, 
Section 510 of the Social Security Act defines “abstinence education” and provides funds to 
states to promote abstinence-only messages. Since 1998, $50 million in Title V federal 
funds have been allocated to state governments to fund media promoting abstinence-only- 
until-maniage or to be distributed to local sub-grantees. For every $4 in federal funds, states 
must match with $3, bringing the annual total of abstinence-only funding through Title V to 
$87.5 million.’*''' 

The Community-Based Abstinence Education (CBAE) program awards federal grants 
directly to abstinence-only programs.”"'" The CBAE was formerly administered within the 
U.S. Department of Health and Human Services (HHS) by the Maternal and Child Health 
Bureau arid is currently administered by the Administration for Children and Families 
(ACF).’*'"" Funding for CBAE began in fiscal year 2001 at $20 million. By fiscal year 2007, 
funding had increased over 450% to a total of $ 1 1 3 million.’*"' 

The Adolescent Family Life Act (AFLA) has received more than $125 million since 1982. In 
fiscal year 2008, AFLA’s abstinence-only education received $ 1 3 million through this 
program.’™ 

Since the passage of the Social Security Act in 1996, all federal abstinence-only programs 
have been required to comply with the stringent eight-point definition in Title V of the Social 
Security Act.’™' Abstinence education, as defined by the statute, requires programs to teach 
that “sexual activity outside of the context of marriage is likely to have harmful 
psychological and physical effects,” and that “a mutually faithful monogamous relationship 
in [the] context of marriage is the expected standard of sexual activity.’”™" In addition, 
federally funded abstinence-only programs are expressly prohibited from providing any 
information to adolescents about the proper usage of contraceptives or their proven efficacy 
in preventing unintended pregnancy and, for certain contraceptive devices, the transmission 
of STIs. ’™'" At the same time, they are specifically required to inform participants of 
contraceptive failure rates.’™"' 
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The Weight of the Evidence Indicates that Abstinence-Only Programs are Ineffective 

Despite the fact that the federal government has channeled $1.5 billion to such programs in 
the last ten years, the overwhelming weight of the evidence fails to support abstinence-only 
programs. A series of studies have documented the failure of abstinence-only programs to 
prevent adolescents from engaging in sexual activity outside of marriage, the primary 
objective of abstinence-only education, or to increase the likelihood that teens will practice 
safer sex methods when they do become sexutilly active. 

In 1997, Congress authorized funds for a comprehensive study of abstinence-only programs. 
The results of that study, conducted by Mathematica Policy Research, were released a decade 
later. The study found that youths in abstinence-only programs were “no more likely” to 
have abstained from sex than peers who did not participate in abstinence-only programs, and 
youths in both groups had “similar numbers” of sexual partners and “had initiated sex at the 
same mean age.”''‘’‘’‘'' 

In 2001, a study on the sexual behaviors of youths who had taken “virginity pledges,” a key 
component of many abstinence-only programs, found that while some of the pledgers did 
delay sexual initiation by an average of 1 8 months, they were one-third less likely to use 
contraception when they did become sexually active than peers who had not taken the 
pledge.™'" Further research demonstrated that, among virgins, male and female pledgers 
were six times more likely to have had oral sex than non-pledgers, and male pledgers were 
four times more likely to have had anal sex than their peers who had not pledged.™'"' 

State evaluations have likewise determined that abstinence-only programs are ineffective. In 
a 2003 study in Pennsylvania, the researchers concluded that, “taken as a whole, this 
initiative was largely ineffective in reducing sexual onset and promoting attitudes and skills 
consistent with sexual abstinence.”™”'"' In 2004, researchers in Texas noted, “We didn’t see 
any strong indications these programs were having an impact in the direction desired.”™'* In 
a 2004 study of Kansan youth, the researchers found “no changes. . . for participants’ actual or 
intended behavior; such as whether they planned to wait until marriage to have sex. . .rather 
than focusing on Abstinence-Only-Until-Marriage, data suggests that including information 
on contraceptive use may be more effective at decreasing teen pregnancies.”*' 

Abstinence-only programs provide incomplete information about contraceptives that 
leaves young people unprepared 

Abstinence-only programs provide adolescents with incomplete information about 
contraceptives, a critical part of any public health effort to prevent teen pregnancy and 
sexually transmitted infections. By excluding from their curricula information on the 
benefits of, and how to properly utilize, contraception, these programs leave young people 
unprepared to engage in protective measures when they do become sexually active. 

Women and girls are disproportionately affected by the consequences of unprotected sexual 
activity. Most women have the potential to become pregnant for over 30 years of their 
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lives, and for approximately three-quarters of her reproductive life, the average woman is 
trying to postpone or avoid pregnancy.**' Young people, particularly women, need 
information about, and access to, contraception and other safer sex supplies in order to 
protect against STIs, prevent unintended pregnancies, and control the timing and spacing of 
their pregnancies. Contraception is basic health care for women that reduces the incidence 
of maternal death, and prevents low birth weight babies and infant mortality.*'" Yet 
abstinence-only programs specifically censor and distort this crucial information for young 
women. 

Abstinence-only programs provide inaccurate and misleading information that 
undermines young people’s confidence in contraception when they do become sexually 
active. 

What information abstinence-only programs do provide about contraception and other 
reproductive health issues has been shown to be medically inaccurate, highly exaggerated 
and misleading.*'"' For example, many of the curricula include grossly exaggerated failure 
rates for condoms,*'"' provide false information about the risks of abortion,**'' and treat 
subjective, moral judgments as scientific fact. For example, one curriculum used by eight 
CBAE grantees refers to a 43 day-old fetus as a “thinking person.”*'''* Another curriculum 
used by seven grantees asks rhetorically “could condoms be just another stupid idea?”*''"* 
This misleading and inaccurate information undermines young women’s confidence in 
supplies proven to be highly effective in preventing unplanned pregnancies and the 
transmission of STIs, including HIV/AIDS.**''"* 

Abstinence-only programs promote gender stereotypes that may undermine young 
women ’s confidence and self-efficacy 

Many abstinence-only curricula advance gender stereotypes that reinforce outdated notions 
of male and female social and sexual roles and teach young women that they are responsible 
for containing young males’ aggressive sexual desires and needs. Inculcating American 
youth with narrow and regressive values about gender and sexuality undermines efforts to 
achieve true gender equality and may diminish a young woman’s self-elTicacy, thus 
compromising her ability to make responsible, pro-active decisions about and for her sexual 
health. 

Many of the curricula contain stereotypes that devalue girls’ achievements and ambitions. 

For example, nineteen CBAE grantees use a curriculum that lists “Financial Support” as one 
of the “5 Major Needs of Women,” and “Domestic Support” as one of the “5 Major Needs of 
Men.”*'** Others portray stereotypes about males’ overwhelming sexuality and female’s 
sensitivity as biological fact.' These curricula also suggest that boys are helpless in the face 
of their uncontrollable sexual urges and women and girls must defend against this male 
aggression through chastity and self-discipline. Several of the curricula go so far as to 
instruct young women to dress modestly to protect against overwhelming male sexuality.'* 
This type of logic offers an erroneous biological “excuse” for perpetrators of sexual 
harassment and violence. It suggests that victims of sexual harassment and violence are at 
least partially responsible for the attack made against them. Additionally, these stereotypes 
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undermine the ability of teachers and students to recognize incidence when males are victims 
of sexual harassment or violence.'" 

These stereotypes are especially dangerous when viewed alongside curricula that represent 
women as helpless, passive and dependent on men,'"' as they may diminish young women’s 
ability to confidently and assertively reject sexual advances. Researchers of a 2004 study on 
abstinence-only programs in Kansas found, for example, that after participating in 
abstinence-only programs, significantly fewer students surveyed felt they “have the right to 
refuse to have sex with someone.”'"' 

Abstinence-only programs may cause adolescent females concerned about being viewed as 
promiscuous to avoid voicing questions or concerns about sexual activity to teachers, parents 
or health care providers; taking preventive measures to protect themselves from unplanned 
pregnancies or STI transmission; seeking treatment if they do contract an STI; or voicing 
sexual desires, fears or rejection to future partners.''' Taken together, the promotion of gender 
stereotypes in abstinence-only curricula further undermines young women’s ability to make 
responsible, informed decisions about sexual health. 

Abstinence-only programs alienate youth populations at the highest risk for sexual health 
issues by stigmatizing people from non-traditional families. 

The eight-point definition of abstinence-only-until-marriage education stigmatizes 
adolescents living in families without two, heterosexual parents and adolescents who do not 
foresee themselves one day living in a traditional family structure. In particular, the 
definition discriminates against women and girls — ‘particularly women and girls of color— 
who disproportionately bear the burden of out-of-wedlock childbirth,''" and gay, lesbian, 
bisexual and transgender (GLBT) youths, for whom marriage is likely not an option and 
who are thus left with no “approved” outlet for their sexuality. Youths of color and GLBT 
youths are two broad communities at particularly high risk for sexual health-related 
issues.''’" Instead of recognizing the needs of these adolescents and catering to their unique 
circumstances, abstinence-only programs stigmatize or ignore them. 


Comprehensive sex education provides young people with information and 
education to make responsible decisions. 

Rather than continuing to fund ineffective and damaging abstinence-only programs, 

Congress should invest instead in comprehensive sex education programs that address the 
public health challenges our young people face. Like abstinence-only programs, 
comprehensive sex education programs stress the importance of abstinence and emphasize 
that it is the only guaranteed way to avoid many serious health consequences that can result 
from intercourse. However, comprehensive sex education programs also discuss the 
comparative safety risks and advantages of different contraceptive methods, teach teens how 
to avoid unintended pregnancy and sexually transmitted infections, including HIV/AIDS, and 
help teens learn healthy decision-making and communication skills. 
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Numerous studies have found certain comprehensive sex education programs to be highly 
effective in delaying initiation of sex, reducing number of sexual partners, reducing incidence 
of unprotected sex and increasing condom usage among American youth, in addition to other 
positive results.'''"' Additionally, most Americans support comprehensive sex education and 
feel unfavorably toward abstinence-only programs. In fact, 76 percent of voters, including 
decisive majorities of Independents, Republicans, red-state voters. Catholics, Evangelicals, 
and seniors — strongly support teaching comprehensive sex education in public schools (89 
percent strongly or somewhat favor).''* 


Conclusion 

Young people are struggling to bear the physical, social and economic consequences of 
unprotected sexual activity. Unfortunately, abstinence-only programs are failing to meet the 
needs of American teens. The National Women’s Law Center thanks the Committee for 
providing much-needed oversight of these failed programs, and urges Congress to provide 
funding for the comprehensive sex education Americans want and deserve. Additionally, I 
would like to thank Julia Kaye at the National Women’s Law Center for helping with this 
testimony. She is available to answer questions atjkaye@nwlc.org. 
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Statement of Nancy Raczan, President of the National Council of Jewish 
Women on Abstinence-Only-Until-Mamage Programs 

Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 

On behalf of the 90,000 members and supporters of the National Council of 
Jewish Women, I would like to thank Chairman Waxman and the Committee 
on Oversight and Government Reform for holding this hearing to highlight 
the moral, eti>ical, and public health concerns with abstinence-only-uncil- 
marriage programs. 

The National Council of Jewsh Women believes in and resolves to work for 
comprehensive human sexuality education programs in public schools. In 
2007, we initiated Plan A: NCjWs Campaign for Contraceptive Access to 
secure and protect women’s and girl’s access to contraceptive information 
and options. As part of this campaign, NCJW members from around the 
country have assessed the status of sexuality education in their communities. 
NCjW members in Pennsylvania, Florida, Texas. Minnesota. Tennessee, and 
many other states, have seen firsthand how abstinence-only-until marriage 
programs fail to meet the needs of young people. 


In too many schools, students receive Incomplete, medically inaccurate 
sexuality education. As a religiously affiliated organization committed to the 
separation between religion and state, NCJW is particularly concerned that 
abstinence-only-until-marriage programs, using federal taxpayer dollars, 
frequently seek to impose one particular religious viewpoint about sex on all 
students, regardless of their individual religious traditions. It is critical that 
science and public health — not religious views or ideologies—Ktetermine the 
sexuality education that young people receive in our country's public schools. 
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In order to make responsible, healthy decisions, young people need — ^and 
society has a moral obligation to provide — medically accurate, age- 
appropriate information about sex and sexuality. Comprehensive sexuality 
education teaches that abstinence is the only sure way to avoid pregnancy 
and sexually transmitted infections (STIs), but also provides accurate 
information about contraceptive options so that individuals can make 
informed life decisions. 

The National Council of Jewish Women (NCJW) is a grassroots organization 
of volunteers and advocates who turn progressive ideals into action. Inspired 
by Jewish values, NCJW strives for social justice by improving the quality of 
life for women, children, and families and by safeguarding individual rights and 
freedoms. For this reason and those detailed above, on behalf of NCJW, I 
strongly urge Congress to eliminate all federal funding for abstinence-only- 
until marriage programs. A small minority must not be allowed to impose its 
religious beliefs about sexuality education upon all Americans. This not only 
violates the constitutional separation of religion and state, but endangers the 
health and lives of our nation's young people. 
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Statement of the National Coalition to Support Sexuality Education (NCSSE) on the 
Public Health and Ethical Concerns with Abstinence-Only-Until-Marriage Programs and 
the Need for Comprehensive Sexuality Education 

Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 

The National Coalition to Support Sexuality Education (NCSSE) is a coalition of over 155 leading 
national organiaations that support age-appropriate, medically accurate sexuality education for all 
children and youth in the United States. Members of NCSSE represent a broad constituency of 
education advocates and professionals, health care professionals, religious leaders, child and health 
advocates, and policy organizations. 

As organizations concerned about the health and education of our nation’s young people, the 
undersigned organizations of NCSSE wish to share with the Committee our public health and 
ethical concerns regarding abstinence-only-until-marriage programs and urge you to provide the 
necessary oversight to bring an end to federal funding for these ineffective programs. There is a 
true need for evidence-based, comprehensive sexuality education that meets the needs of all youth, 
and fully informs them about such topics as abstinence and contraception, among a variety of other 
topics. We are committed to using sound scientific evidence and promoting the health and welfare 
of our nation’s youth and we wish to express our profound concern with the continuation of any 
funding for abstinence-only-until-marriage programs. 

Scientific evidence does not support abstinence-only-until-marriage programs. These programs have 
been funded by the federal government for over 25 years even though no study in a professional 
peer-reviewed journal has found them to be broadly effective. Most recently, a federally funded 
study of abstinence-only-until-martiage programs was conducted by Mathematica Policy Research 
Inc. on behalf of the U.S. Department of Health and Human Services. Released in April 2007, the 
study found no evidence that abstinence-only-until-mattiage programs have achieved their goal to 
increase rates of sexual abstinence — the entire supposed purpose of the programs. This report 
followed the findings from 13 states that have evaluated their own Title V abstinence-only-until- 
martiage programs with results ranging from finding the programs ineffective to finding them to be 
harmfiiL 

Furthermore, in early November 2007, the National Campaign to Prevent Teen and Unplanned 
Pregnancy released Emerging Answers 2007, a report authored by Dr. Douglas Kirby, a leading sexual 
health researcher, which discussed what programs work in preventing teen pregnancy and sexually 
transmitted diseases, including HIV. The report found strong evidence that abstinence-only-until- 
marriage programs do not have any impact on teen sexual behavior. 
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Furthermore, a report released by the non-partisan Government Accountability Office (GAO) in 
November 2006 added additional evidence to the already significant body of knowledge that 
abstinence-only-until-marriage programs are pmviding very little oversight and have few 
mechanisms in place to measure the effectiveness of the programs. 

These programs are not supported by any of the leading national or international public health and 
medical organizations. Every major medical and public health organization, many of whom are 
NCSSE members, supports a comprehensive approach to sexuality education. Ihese include the 
American Academy of Pediatrics, the American Medical Association, the American Nurses 
Association, the American Public Health Association, the Institute of Medicine, the National 
Institutes of Health, and the Society for Adolescent Medicine, among others. Several, including the 
American Public Health Association, the Institute of Medicine, and the Society for Adolescent 
Medicine, have gone so far as to call for the repeal of current abstinence-only-untii-marriage 
programs and funding. 

In addition, on November 21, 2007, ten public-healih researchers sent a letter to House Speaker 
Nancy Pelosi and Senate Majority Leader Harry Reid urging Congress to reduce or eliminate federal 
support for abstinence-only-until-marriage programs, in part because the programs have “multiple 
scientific and ethical errors.” We strongly support the researchers’ conclusion that abstinence-only- 
until-marriage programs withhold “potentially life-saving information” about birth control and 
ignore the health needs of lesbian, gay, bisexual, and transgender (LGBT) youth. The letter focused 
on the large body of evidence showing that abstinence-only-until-marrkge programs are ineffective 
in getting yotmg people to delay sexual initiation, noting that, “Recent reports in professional 
publications by the authors of this letter have highlighted multiple deficiencies in federal abstinence- 
only programs.” 

America’s youth deserve real solutions that will help delay the onset of sexual activity and prevent 
unintended pregnancies and sexually transmitted diseases, including HIV/AIDS. Abstinence-only- 
until-marriage programs are not the answer. We ask Congress to end abstinence-only-until-marriage 
programs and to act in the best interest of young people by supporting public health and education 
policies that are comprehensive, rooted in the best science, and reflect mainstream values. 


Advocates for Youth 
AIDS Action 

AIDS Alliance for Children, Youth & Families 

The AIDS Institute 

American Academy of HIV Medicine 

American Association of Sexuality Educators, Counseloi^ & Therapists 

'fhe American Civil Liberties Union 

American College of Obstetricians and Gynecologists 

American Social Health Association 

Answer, Rutgers University 

Community HIV/ AIDS Mobilization Project (CHAMP) 

Gay Men’s Health Crisis 
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Gay, Lesbian and Straight Education Network (GLSEN) 

Healthy Teen Network 
Human Rights Campaign 
Legal Momentum 
Ms. Foundation for Women 
NARAL Pro-Choice America 

National Alliance of State & Territorial AIDS Directors 
National Association of County and City Healdi Officials ^ACCHO) 
National Coalition for LGBT Health 
National Council of Jewish Women 

National Family Planning and Reproductive Health Association 
The National Gay and Lesbian Task Force Action Fund 
National Partnership for Women & Families 
National Women's Law Center 
Our Bodies Ourselves 

Parents, Families and Friends of Lesbians and Gays (PFLAG) National 

People For tiie American Way 

Physicians for Reproductive Choice and Health 

Planned Parenthood Federation of America 

Population Connection 

Pro*Choice Public Education Project 

Religious Institute on Sexual Morality, Justice, and Healing 

Sexuality Information and Education Council of the United States (SIECUS) 

Sierra Club 

The Society for the Scientific Study of Sexuality 

Unitarian Universalist Association of Congregations 

United Church of Christ 

Women of Reform Judaism 

The Woodhull Freedom Foundation 
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National 

Family Planning 

& Reproductive Health Association 



Statement of Maty Jane Gallagher, President & CEO 
National Famify PUuining & Reproductive Health Association 

House Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 

The National Family Plannii^ & Reproductive Health Association (NFPRHA) is a 
membership organization representing die nadon’s dedicated family planning providers - 
public health departments, hospitals, general health providers and stand-alone reproductive 
health caregivers. Our goal is to prevent unwanted pregnancies and reduce the need for 
abortion by providing the education, contracepdon, counseling and preventive health 
services people need to act responsibly, stay healthy, and plan for strong families. 

As President and CEO of NFPRHA, I want to thank Chairman Waxman for 
convening this historic hearing to assess the sciendfic evidence surrounding the effectiveness 
of abstinence-only programs at reducing the rate of unintended pregnancies and sexually 
transmitted infections in our teens. I applaud the Committee for its efforts today, and 
appreciate the opportunity to share my concerns about what I believe to be the serious 
ethical and public health concerns with abstinence-only programs, 

In the last 25 years, more than $1.5 billion has been spent on federally funded 
abstinence-only programs, despite overwhelming evidence showing that these programs are 
not broadly effective at delaying the onset of sexual behavior, reducing the number of sexual 
partners, or increasing contraceptive use. In April 2007, a Congressionally-mandated study 
by Mathematica Policy Research, Inc. found no evidence that abstinence-only programs 
funded through Tide V had any impact on the age of first sex or the number of partners.' In 
November of this year, a meta-analysis of teen pregnancy prevention programs conducted 
between 1990 and 2007 found that “[i]n sum, studies of abstinence programs have not 
produced sufficient evidence to justify their widespread dissemination.”" 

Today’s hearing about the ineffectiveness of abstinence-only programs could not be 
more timely, or critical. We recendy learned from a GDC study that today, one in four 
teenage girls is infected with a sexually transmitted disease - nearly 3.2 million teen girls 


Helping people act responsibly, stay healthy and plan for strong families 
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nationwide.’^ The majority of American teens have sex by the time they reach the end of 
high school, and more than 750,000 teens become pregnant each year..'''’'’ Teen pregnancy 
and sexually transmitted infection rates are higher in the United States than anywhere else in 
the developed world, and teen pregnancy alone costs Federal, state and local governments 
$9.1 billion annually.'’’ It is unconscionable that we aUow tliis to happen in the richest 
country in the world, and it truly constitutes a public health crisis. 

Abstinence-only programs are clearly not the answer. By continuing to throw money 
away in support of ineffective programs, we are failing in our responsibility to keep our teens 
safe and give them the best possible chance to succeed. Young people deserve straight talk 
about sex so they can make smart, informed decisions about their sexual behavior and its 
outcomes. If Congress is serious about providing our youth with real solutions to help them 
delay sexual activity and prevent unintended pregnancies and sexually transmitted infections, 
it will de-fund abstinence-only programs. 


Trenholm, Christopher, et. al.. Impacts of Four Title V, Section 510 Abstinence Education Programs: Final Peport, 
(Trenton, NJ: Mathematica Policy Research, Inc., April 2007). (online at http://www.mathematica- 
mpr.com/pubIications/pdfs/impactabstinence.pdQ 

” Kirby, Doug, Emer^ng Answers 2007: Kesearch Findings on Programs to Reduce Teen Pregnancy and Sexually Transmitted 
Diseases (2007). (online at http://www.thenationaicampaign.org/EA2007/EA2007_fuIl.pdQ. 

Forhan, Sara et. a!., “Prevalence of Sexually Transmitted Infections and Bacterial Vaginosis Among Female 
Adolescents in the United Stares: Data from the National Health and Nutritional Examination Survey 
(NHANES) 2003-2004,” (Presented at the National STD Prevention Conference, Washington, DC, March 
2008). 

Centers for Disease Control and Prevention, Youth Risk Behavior Surveillance — United States, 2005y MMWR 
(June 9, 2006) (online at http://www.cdc.gov/mmwr/preview/mmwrhtml/ss5505al.htm). 

^ The National Campaign to Prevent Teen and Unplanned Pregnancy, Linking Teen Pregnancy Prevention to Other 
Critical Social Issues (online at htrp:/ / www.teenpregnancy.org/ wim/ pdf/introduction.pdQ 
The National Campaign to Prevent Teen and Unplanned Pregnancy, By the Numbers: the Public Costs of Teen 
Childbearing (online at http:/ /www.teenpregnancy .org/costs/pdf/ report/BTN_Executive_Summary.pdQ 
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Collaborative for Comprehensive School-Age Health 

statement of the 

Collaborative for Comprehensive School-Age Health on 
the Public Health and Ethical Concerns Regarding 
Abstinence-Only-Until-Marriage Programs and the 
Need for Comprehensive Sexuality Education 

Committee on Oversight and Government Reform 

Submitted for the Record, April 23, 2008 

The Collaborative for Comprehensive School-Age Health is a coalition of more than 80 
officials representing local governments, youth-serving agencies, schools, faith-based 
organizations, health care providers, foundations, and education programs in Northeast 
Ohio. The Collaborative advocates for best practices, supportive policies, and community 
mobilization efforts that promote sexual health; and for the provision of age-appropriate 
comprehensive abstinence-inclusive sexuality education. The Collaborative has been 
particularly active in the design and implementation of the Cleveland Metropolitan School 
District’s groundbreaking program, now in its second year, to provide universal access to 
comprehensive reproductive health education in grades K-12. 

As members of a Collaborative that has since its inception been a strong promoter of 
comprehensive sexuality education, the undersigned organizations wish to share with the 
Committee our public health and ethical concerns regarding abstinence-only-until-marriage 
programs and urge you to provide the necessary oversight to bring an end to federal 
funding for these programs that have been medically and scientifically proven ineffective. 

We are committed to promoting the health and social welfare of our community’s youth 
and we wish to express profound concern over possible continued federal funding for 
abstinence-only-until-marriage programs. We are similarly committed to promoting 
adoption of comprehensive sexuality education which has proven to be more effective in 
meeting the needs of all youth. Unlike abstinence-only programs, comprehensive sexuality 
education is evidence based, and free of gender and sexual orientation bias. 

Over the past 25 years. Congress has spent over $ 1.5 billion on abstinence-only-until- 
marriage programs, yet no study in a professional peer-reviewed journal has found these 
programs to be broadly effective. Scientific evidence simply does not support an 
abstinence-only-until-marriage approach. A 2007 study conducted by Mathematica Policy 
Research Inc. on behalf of the U.S Department of Health and Human Services; found that 
abstinence-only-until-marriage programs are ineffective. Of the four programs that the 
study handpicked to show positive results, none succeeded. One of the key findings of the 
study was the fact that there was no evidence that abstinence-only-until-marriage programs 
increased rates of sexual abstinence — ^the stated purpose of the programs: “Findings 
indicate that youth in the program group were no more likely to abstain from sex their 
control group counterparts; among those who reported having had sex, program and 
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control group had similar numbers of sexual partners and had initiated sex at the same 
mean age.” The report concluded, “Finally there were no differences in potential 
consequences of teen sex, including pregnancies, births and reported STDs.” 

In addition, a July 2007 “meta-study” published in the British Medical Journal found that 
abstinence-only programs do not positively impact the rates of HIV infection or sexual 
behavior. If anything, these programs have continued to negatively impact young people’s 
sexual health. For instance according to research published in the 2001 American Journal 
of Sociology on virginity pledges, it was found that young people who took a virginity 
pledge were one-third less likely to use contraception when they did become sexually 
active than their peers who had not pledged. In addition, the pledgers had the same rate of 
sexually transmitted diseases as their peers who had not pledged. 

Furthermore, numerous state evaluations have failed to find abstinence-only programs 
effective. In 2003, Pennsylvania’s evaluation found that, “taken as a whole, this initiative 
was largely ineffective in reducing sexual onset and promoting attitudes and skills 
consistent with sexual abstinence.” Another study, this by Minnesota Department of 
Health, found that sexual activity doubled among Junior High school participants in the 
state’s Education Now and Babies Later (ENABL) program at three schools between 2001 
and 2002. And in Ohio, Dr. Scott Frank, Director of the Masters in Public Health Program 
at the Case Western Reserve University Medical School conducted a study surveying the 
content of abstinence-only-until-marriage curricula in use statewide. Released in June of 
2005, Dr. Frank’s study revealed that those curricula “contain false information about 
contraceptives; contain false information about abortion; misrepresent religious 
convictions as scientific fact; perpetuate destructive, inaccurate gender stereotypes; do not 
portray the risks related to sexual activity in a scientifically accurate manner; disregard the 
needs of the youth at risk for STDS and pregnancy; do not provide information for 
Lesbian, Gay, Bisexual, Transgender (LGBT) populations; and stand in contrast to the 
desire of the majority of parents, who want children to receive education about both 
abstinence and about prevention of pregnancy and sexually transmitted disease.” 

We specifically wish to share data from the greater Cleveland area which further indicates 
the failure of abstinence-only programs in reducing high risk youth behavior and the 
spread of HIV/ AIDS and other sexually transmitted diseases. According to the Cuyahoga 
County Youth Risk Behavior Report for 2006-2007, 39.8 percent of teens in Cuyahoga 
County admitted to having sex and close to 80 percent of those teens first had sexual 
intercourse between the ages of 13 and 16. Rates of chlamydia and gonorrhea have 
increased significantly as well and most of these cases are among teens 15-19 and people 
under 30. The implementation of the Cleveland Metropolitan School District’s 
groundbreaking program to provide universal access to comprehensive reproductive health 
education in grades K-12 has gone a long way to prove that comprehensive sexuality 
education is much needed and more appropriate. 

In June, 2007, Ohio’s Governor Ted Strickland made an evidence-based decision to veto 
abstinence-only-until-marriage funding in the state budget, after his office reviewed the 
growing evidence that such programs do not work, promote gender bias, exclude gay and 
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lesbian youth, and contain inaccurate inforraation. The Collaborative was actively involved 
in supporting Governor Strickland’s decision to veto abstinence-only funds. 

In support of his decision Governor Ted Strickland asserted that abstinence education has 
an important place but only in the context of a comprehensive approach to sexuality 
education. The Governor noted that these programs are not working, and he refused to 
reapply for a program that is using our tax dollars toward something that does not work. 
Ohio was one of only eight states to reject this funding as of March of 2007. This decision 
resulted in a cascade of other states that in the weeks and months afterwards followed suit. 

Ohio youth and America’s youth deserve the best possible reproductive health and 
sexuality knowledge to be able to socially equip and protect them. There is no other proven 
method of preventing unintended teen pregnancies and sexually transmitted diseases, 
including HIV/AIDS other than comprehensive sexuality education. We ask Congress to 
end abstinence-only-until-marriage programs and to act in the best interest of young people 
by supporting public health and education policies that are comprehensive, based on 
science, and reflect mainstream values. 

Collaborative for Comprehensive School-Age Health 

AGAPE Program of Antioch Baptist Church 
AIDS Taskforce of Greater Cleveland 
BeechBrook 

Big Brothers Big Sisters-Cleveland 
Bellefaire JCB 

The Beyond Identities Community Center 
The Brush Foundation 

Case Western Reserve University, Division of Adolescent Health and Family Medicine 
Christian Community, Inc. 

City of Cleveland Department of Public Health 

Cleveland Metropolitan School District 

The Cleveland Foundation 

Cleveland Clinic, Section of Adolescent Medicine 

Community Endeavors 

Cuyahoga County Board of Health 

Family Planning Associates of Northeast Ohio 

The Free Medical Clinic of Greater Cleveland 

The George Gund Foundation 

Lesbian, Gay, Bisexual & Transgender Community Center of Greater Cleveland 
MetroHealth Hospital, Division of Adolescent Medicine 
NARAL Ohio 

National Council of Jewish Women 
Ohio Religious Coalition for Reproductive Choice 
Planned Parenthood of Northeast Ohio 
Preterm 

United Church of Christ 
YWCA of Cleveland 

April 22, 2008 
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OHIO RELIGIOUS COALITION FOR REPRODUCTIVE CHOICE 
P.O. BOX 82204, COLUMBUS, OH 43214 
614.221.3636 800.587.2330 (Toll-free in Ohio) ohiorcrc@sbcolobal.net 


April 22, 2008 

To the Committee on Oversight and Government Reform 
U.S. House of Representatives 
Washington, D.C. 

To the Honorable Representatives on the Oversight and Government Reform Committee, 

The Ohio Religious Coalition for Reproductive Choice strongly supports your move to 
examine the effectiveness of, and the wisdom of paying for, the abstinence-only-until-marriage 
sex education programs that have been used in Ohio schools for the last seven years. 

As people of faith, we feel a responsibility for informing young people about sexuality 
with medically accurate information and in-depth discussion of human relationships that 
prepares them for real life. Many religious denominations, including United Church of Christ, 
Union for Reform Judaism, Presbyterian Church (USA), the United Methodist Church, and the 
Unitarian Universalist Association, have develop^ faith-based, age-appropriate comprehensive 
sexuality education programs which are taught to young people in their congregations. 

A national poll of voters commissioned by the Religious Coalition for Reproductive 
Choice, of which we are a state affiliate, found that Americans of all faiths want responsible 
sexuality education taught in schools. Seventy-three percent of anti-choice voters, 73% of 
Catholics, 57% of Baptists, and 67% of Christian fundamentalists and evangelicals said they 
favor teaching comprehensive sexuality education. Support is similarly high among Protestant 
and Jewish religious leaders. A Religious Coalition survey of nearly 500 clergy showed that 
more than 90% believe individuals can benefit from discussions of sexuality issues In their 
congregations. 

Abstinence-only sex education in schools has proved to be a dismal failure. Several 
studies have shown it does not meet its own goals: to delay sexual activity. Dr. Frank of Case 
Western College of Medicine in Cleveland, Ohio published a study showing the programs 
approved for use in Ohio contain outright falsehoods, misleading portrayals of disease and 
pregnancy prevention, gender stereotypes, and give no help to LGBT teens in our state, which 
does not allow same sex marriage. Because it does not teach prevention of sexually 
transmitted disease or pregnancy, it leaves ignorant teens vulnerable to disease and unwanted 
pregnancies when they do decide to become sexually active. 

What is worse, the program has cost millions of federal dollars from our tax monies and 
of matching dollars from the taxes paid by Ohioans. Governor Ted Strickland has wisely 
rejected federal abstinence-only monies and has included some funding (but not enough) in the 
budget for comprehensive sex education. In addition. Mayor Jackson of Cleveland, the head of 
the Cleveland city school system, has taken independent action and instituted comprehensive 
sexuality education from kindergarten through high school, using private funding and city taxes, 
but without benefit of federal and state funds. He took this unusual and bold step, because on 
the 25”' anniversary last year of the first AIDS cases in the U.S., his own health department had 
recorded statistically proved increases in STDs and STIs, as well as increases in teen 
pregnancies. 

Please act upon the evidence that is sure to come out in these hearings. Please 
eliminate funding for abstinence-orr/y sex education and endorse the REAL Act, which would 
provide federal funding for comprehensive sex education. 

Sincerely, 

Barbara Avery, Director 

Ohio Religious Coalition for Reproductive Choice 
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April 22, 2008 

To the Committee on Oversight and Government Reform: 

The Pennsylvanijms for Responsible Sex Education (PARSE) coalition is comprised of 3 5 organizations and individuals 
dedicated to the instruction of age-appropriate, comprehensive, evidence-based sex education for all Pennsylvania youth. We support 
sex education that provides instruction on both abstinence and how to protect against unintended pregnancy and sexually transmitted 
diseases (STDs), in an effort to help all teens make healthy decisions if and when they decide to have sex. Decades of peer-reviewed 
research has clearly demonstrated that programs that include infmmation about both abstinence and the effective use of contraception 
reduce sexual risk-taking and pregnancy among teens.’ 

Currently, the prevalence of medically-inaccurate abstinence-only-witil-marriage programs, insufficient teacher training, 
inadequate stand^ds for sex education, and a complete lack of funding fw comprehensive sex education put Pennsylvanian teens at 
risk. Many teens receive incorrect or incomplete infcMtnation through abstinence-only programs that foil to offer information on how 
to prevent unintended pregnancy or STDs beyond instructing teens to attain. According to a recent study by researches at Yale and 
Columbia Universities, 88 percent of teenagers who pledge to remain abstinent before marriage break that pledge and when they do 
have sex, they are less likely than other teens to use condoms or be tested for STDs.^ In some schools, sex education is not even 
tau^t. The current state of sex education in Pennsylvania is unacceptable. Our teens deserve better. 

PARSE actively works to increase the number of programs that provide unbiased, age-appropriate, medically accurate sex 
education to teens while also working to eliminate dangerous medically-inaccurate and ineffective abstinence-only programs in the 
state. 


Attached please find a letter sent to the superintendents of all 50! Pennsylvania school districts advocating for, and providing 
information about, comprehensive sexuality education and why it should be provided to youth. The letter was supported by a number 
of state health and advocacy organizations: Pennsylvania Coalition to Prevent Teen Pregnancy; Pennsylvania Section of the American 
College of Obstetricians and Gynecologists (ACOG); Pennsylvania Ch^ter of the American Academy of Pediatrics; Adagio Health 
Inc.; Family Planning Council, Philadelphia, PA; Family Health Council of Central Pennsylvania; Maternal and Family Health 
Services, Inc.; American Civil Liberties Union of Pennsylvania 

We encourage you to work collaboratively to ensure comprehensive sexuality education is supported, and to oppose any 
federal spending for abstinence-only-uniii-marri^e programs. 

Thank You, 

PARSE 

AIDS Law Project 
Attic Youth Center 
CHOICE 

Christian Association of the University of Pennsylvania 

Clara Bell Duvall Reproductive Freedom Project of the ACLU of Pennsylvania 

Family Planning Council 

Maternal & Family Health Association 

Ntuional Council of Jewish Women, Pennsylvania 

Pennsylvania Coalition to Prevent Teen Pre^ancy 

Planned Parenthood of Central Pennsylvania 

Planned Parenthood of Southeastern Pennsylvania 

Planned Parenthood of Western Pennsylvania 

Planned Parendiood Pennsylvania Advocates 

Stop HIV 


' Douglas Kirby, The Nal 7 Campaign to Prevent Teen Pregnancy, Emerging Answers: Research Findings on 
Programs to Reduce Teen Pregnancy, Summary at 16 (2001). 

^ H. BrUckner zmd P. Beaman, After the Promise: the STD Consequences of Adolescent Virginity Pledges, 36 
Journal of Adolescent Health at 271-278 (2005). 
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Pennsylvania Coalition 
to Prevent Teen Pregnancy 

3461 Market St. • Suite 200 • Camp Hill, PA 17011- 4412 
(717) 761-7380 • Fax (717) 763-4779 

April 21, 2008 

For over a decade the Peimsylvania Coalition to Prevent Teen Pregnancy has 
advocated comprehensive sexuality education, recognizing that educating about 
abstinence and contraception were legitimate strategies to prevent teen pregnancy. We 
have based our opinion on available scientific evidence, the endorsement of major health 
and medical organizations, our experiences working with teens in a variety of 
professional capacities, and our belief that teens have the right to information that can 
protect them. We have opposed abstinence-only education for the following reasons; 

1 . The major medical and health organization in the US agree that it is not good 
public health policy to deprive young people of information that prevents 
pregnancy and disease. 

2. Abstinence-only programs do not reflect the views or the behavior of most 
Americans. 

3. Some abstinence-only programs are fear-based, factually inaccurate, and use 
religion to promote their message. 

4. Most importantly, there is an absence of solid research documenting their 
effectiveness. Countless studies on both the federal and state level have 
consistently concluded that these programs are ineffective. Pennsylvania’s own 
four-year evaluation of its abstinence-only initiative concluded that these 
programs were “ineffective in reducing sexual onset” and recommended a more 
comprehensive approach. 

Only 1 5% of parents support abstinence-only-until-marriage programs. 

However, these programs continue to be the sole school sex education programs funded 
by the federal government. We should not be spending precious resources on programs 
that don’t work, especially during times of massive budget deficits. We encourage you to 
work with your colleagues to support comprehensive sexuality education and to oppose 
federal spending for abstinence-only-until-marriage programs. 

Sincerely, 


Joe Fay, Executive Director 
PCPTP 
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People 

^ "^American 
Way 


-^^FORtme 


April 23, 2008 

The Honorable Henry Waxman, Chairman 
Committee on Oversight and Government Reform 
2157 Rayburn House Office Building 
Washington, DC 20515 

Re: Statement for the record of 

Domestic Abstinence-Only Programs: Assessing the Evidence 

Dear Chairman Waxman: 

Equality, fairness, and freedom from discrimination are fundamental components of the 
American way, and People For the American Way (PFAW) is dedicated to promoting fair and 
equal treatment of all Americans. Thus, PFAW supports a woman’s right to privacy and 
reproductive choice, and views comprehensive sex education as part of the effort to stop the 
spread of sexually transmitted diseases and prevent unwanted pregnancies. 

Unfortunately, President Bush has repeatedly avowed his unwavering support for excluding 
discussion of birth control and disease prevention from sex education in schools. Anti-choice 
leaders continue to advocate for “abstinence-only-untii-marriage” (“abstinence-only”) programs 
that put youth at risk and deny students the information necessary to make their own decisions 
about sex and reproduction and ultimately prevent abortions. 

PFAW strongly opposes “abstinence-only” programs. While we recognize that sex education 
programs should include discussion of abstinence, we cannot ignore the reality facing teenagers 
today and, therefore, oppose programs that focus solely on this method of birth control and 
disease prevention. Comprehensive sex education should also include discussion of birth control 
and disease prevention for sexually active students. 

Sincerely, 

— 

Tanya Clay House 
Directory, Public Policy 


2000 M Street, NW ♦ Suite 400 ♦ Washington, DC 20036 
Telephone 202.467.4999 ♦ Fax 202.293.2672 ♦ E-mail pfaw@pfaw.org ♦ Web site http;//www.pfaw.arg 
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220 Church Street 
5th Floor 

NewYork. NY 10013-2988 


voice; 646*613'6400 

fax:646-619-6777 

www.heaithsoiutions.org 


Public Health 
:5|[ Solutions 

MERGING RESEARCH AND ACTION 


Statement of Public Health Solutions on the Public Health and Ethical Concerns with 
Abstinence-Only-Until-Mairriage Programs and the Need for Comprehensive Sexuality Education 

Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 

Founded in 1957, Public Health Solutions (formerly Medical and Health Research Association of New 
York City, Inc.) is one of New York City’s largest nonprofits. Public Health Solutions’ unique and flexible 
administrative framework supports collaboration with New York City Department of Health and Mental 
Hygiene and related City, State, and federal agencies in the development and implementation of programs 
responsive to emerging health needs, and in evaluation of these programs to ensure their continued 
effectiveness. Public Health Solutions addresses some of the most serious and urgent public health 
chailen^s facing the city and the nation; children at risk of developmental disabilities and chronic health 
problems, women with little or no access to health care, family planning or prenatal services; families in 
need of food and nutritional guidance; and people with HIV/AIDS, and those at high risk of becoming 
HIV infected who need preventive education. 

As a provider of family planning and prenatal services and an agency that strives, though its many 
programs, to improve overall public health. Public Health Solutions is concerned about the health and 
education of our nation's young people. We wish to share with the Committee our public health and 
ethical concerns regarding abstinence-only-until-marriage programs and urge you to provide the necessary 
oversight to bring an end to federal funding for these ineffective programs. There is a true need for 
evidence-based, comprehensive sexuality education that meets the needs of all youth, and fully informs 
them about such topics as abstinence and contraception, among a variety of other topics. In our own 
services, we are committed to using sound scientific evidence and promoting the health and welfare of our 
nation's youth and we wish to express our profound concern with the continuation of any funding for 
abstmence-only-until-maniage programs. 

Scientific evidence does not support abstinence-only-until-marriage programs. These programs have been 
funded by the federal government for over 25 years, even though no study in a professional peer-reviewed 
journal has found them to be broadly effective. Most recently, a federally-funded study of abstinence-only- 
until-marriage programs was conducted by Madiematica Policy Research Inc. on behalf of the U.S. 
Department of Health and Human Services. Released in April 2007, the study found no evidence that 
abstinence-only-until-marriage programs have achieved their goal to increase rates of sexual abstinence— 
the entire supposed purpose of the programs. This report followed the findings from 1 3 states that have 
evaluated their own Title V abstinence-oaly-until-marriage programs with results ranging from finding the 
programs ineffective to finding them to be harmfuL 

Furthermore, in early November 2007, the National Campaign to Prevent Teen and Unplanned Pregnancy 
released Emerging Answers 2007, a report authored by Dr. Douglas Kirby, a leading sexual health 
researcher, which discussed what programs work in preventing teen pregnancy and sexually transmitted 
diseases, including HIV. The report found strong evidence that abstinence-only-until-marriage programs 
do not have any impact on teen sexual behavior. 


Formerly Medical arxl Health Besearch Association 
of New York City. Ik. (MHBA) 
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Statement of Public Health Solutions 

To The Committee on Oversight and Government Reform 

April 23. 2008 

Page 2 

Furthermore, a report released by the non-partisan Government Accoimtability Office (GAO) in 
November 2006 added additional evidence to the already si^fificant body of knowledge that abstinence- 
only-until-marriage programs are providing very little oversight and have few mechanisms in place to 
measure the effectiveness of the programs. 

These programs are not supported by any of the leading national or international public health and medical 
organi 2 ations. Every major medical and public health organization supports a comprehensive approach to 
sexuality education. These include the American Academy of Pediatrics, the American Medical 
Association, the American Nurses Association, the American Public Health Association, the Institute of 
Medicine, the National Institutes of Health, and the Society for Adolescent Medicine, among others. 
Several, including the American Public Health Association, the Institute of Medicine, and the Society for 
Adolescent Medicine, have gone so far as to call for the repeal of current abstinence-only-until-marriage 
programs and funding. 

In addition, on November 21, 2007, ten public health researchers sent a letter to House Speaker Nancy 
Pelosi and Senate Majority Leader Harry Reid urging Congress to reduce or eliminate federal support for 
abstinence-only-until-marriage programs, in part because the programs have "multiple scientific and ethical 
errors." We strongly support the researchers’ conclusion that abstinence-only-until-marriage programs 
withhold "potentially life-saving information" about birth control and ignore the health needs of lesbian, 
gay, bisexual, and transgender (I..GBT) youth. The letter focused on the large body of evidence showing 
that abstinence-only-until-marriage programs are ineffective in getting young people to delay sexual 
initiation, noting that, "Recent reports in professional publications by the authors of this letter have 
highlighted multiple deficiencies in federal abstinence-only programs." 

America’s youth deserve real solutions that will help delay the onset of sexual activity and prevent 
unintended pregnancies and sexually transmitted diseases, including HIV/AIDS. Abstinence-only-until- 
marriage programs are not the answer. We ask Congress to end abstinence-only-until-marriage programs 
and to act in the best interest of young people by supporting public health and education policies that are 
comprehensive, rooted in the best science, and reflect mainstream values. 
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Q POPULAnON 
_ ^CONNECTION 

Education and Action for a Better Wc»U 


Statement bv Brian E. Dixon 
Vice President for Media and Government Relation 
Population Connection 
To the 

House Committee on Oversight and Government Reform 
April 23» 2008 


Chairman Waxman, thank you for convening this important hearing. For more than a decade, 
abstinence-only programs have received taxpayer dollars with little accountability and no oversight by 
Congress. Population Connection is grateful for your efforts to call public attention to the many problems with 
the continuing funding for abstinence-only programs. 

With more 70,000 members and supporters across the United States, Population Connection is 
America’s largest grassroots organization dedicated to addressing the challenges posed by population growth 
both globally and here at home. 

The United States has the fastest growing population in the industrialized world. In 2006, our population 
reached 300 million, and it is likely to hit 450 million by 2050. As we consider solutions to the climate change 
problem, it’s impoitant to note that Americans are by far the greatest contributors to carbon emissions. And 
population growth is the driving factor behind increased emissions in the United States. In fact, between 1990 
and 2004, U.S. emissions increased by 1 8 percent - the same increase that we saw in population. 

On a local level, communities all across the country are struggling with the impacts of this growth. From 
coast to co^t, you see spontaneous movements calling for slow growth or smart growth or no growth. Roads 
are too congested, schools are too crowded, open space is being devoured and people see that their quality of 
life is being undermined. 

But population growth is a national issue that requires national solutions. Our growth is being driven in 
large part by the twin problems of teenage pregnancy and unintended pregnancy. The United States has the 
highest rates of each in the industrialized world. 

More than thirty percent of women in this country will become pregnant before reaching 20 years of 
age. Fully one-third of all births every year are the result of unintended pregnancy. One in four teenage girls 
live with a sexually transmitted infection - among African American girls, it’s one in two. These troubling 
statistics share a common link: they are the result of a failed sex education policy in the United States. 

Instead of real solutions, the federal government has spent more than a billion dollars over the past 
decade on dangerous, misleading and ineffective abstinence-only programs. 

Study after study has shown that abstinence-only programs are misguided. Seventeen states have opted 
out of.taking federal funds through the Title V state based program after seeing no benefits. 


2120 L Street NW Suite 500 Washington DC 20037 
Phone 202.332.2200 / 1.800.POP.1956 Fax 202.332.2302 www.populationconnection.org info@popconnect.org 
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Abstinence-only programs have no better ally and champion than the Bush Administration. But even a 
study commissioned by the Department of Health and Human Services, and conducted by Mathematica Policy 
Research, found no evidence that abstinence-only programs had resulted in an increase in sexual abstinence — 
the stated puipose of the programs. In fact, students in the abstinence-only programs were found to have first 
had sex at a similar age and with similar number of sexual partners as their peers who were not in the 
programs. This federally-funded report was released after 13 states had evaluated their abstinence-only 
programs, finding them ineffective and even harmful. 

Other evaluations, including one led by Chairman Waxman, have found that these programs are riddled 
with medical and scientific inaccuracies. Indeed, many of the curricula being fimded with federal taxpayer 
dollars are based on little more than medical misinformation, glib slogans and outdated gender stereotypes. 

There is no question that abstinence is a healthy choice for young people, and we should be supporting 
programs that help them delay sexual activity. If s equally important, though, to ensure that they have the 
information they need to make healthy and responsible choices once they do become sexually active. And we 
know that as a prevention method, abstinence fails nearly one hundred percent of the time. 

What happens then? Well, for far too many young people exposed to federally funded abstinence 
programs, they are ill-equipped. They have been fed inaccurate information about condoms and other 
contraceptives, so they may be less likely to use them. They have been made to feel that sexual activity is 
something to be ashamed of, so they may be less likely to actually talk to parents or doctors or to their partners. 

That’s why nearly all of the leading medical and public-health organizations - including the American 
Medical Association, the American Public Health Association, the American Academy of Pediatrics, and the 
Society for Adolescent Medicine — oppose abstinence-only programs. The National Academy of Sciences’ 
Institute of Medicine has even criticized the federal government’s investment of hundreds of millions of dollars 
in the programs as “poor fiscal and public health policy.” 

The verdict on these programs is in: they don't work. The overwhelming weight of the evidence shows 
that they don’t reduce teen pregnancy or the spread of sexually transmitted infections. They don’t even lead to 
significant delays in adolescent sexual activity. 

If s time for Congress to end funding for these failed programs. 
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Planned Parenthood® Federation of America 

Clergy Advisory Board J 

Statement in Support Of g 

Comprehensive, Medically Accurate, and Age-Appropriate SexEducaff^^ 

i 

As clergy, we have a responsibility to remind our congregations, our communities, ai|l| our 
elected leaders that our religious traditions view the body and the physical world as 
sacred arena in which God acts. We believe that God blessed human beings with the 
opportunity to bear children as a sign not only of the sacredness of life but also as a sign of 
our capacity for God’s gift of sexual intimacy. 


The gift of sexuality is God-given, and so, too, is the moral imperative that we instruct our 
children, with due allowance for their age, so that they will understand their bodies and 
make wise choices about their sexual life, including the choice to be abstinent. 


As religious leaders from many faiths, we counsel young people as they grapple with social 
pressures and difficult decisions. We spend time with families and teens through religious 
instruction, youth activities, confirmation. Bar and Bat Mitzvah, and much, much more. 

We know that many of our youth are not getting the honest facts they need about sex. We 
believe it is immoral to lie to our children by giving them inadequate and inaccurate sex 
education or abstinence-only programs that fail to teach our teens how to prevent 
pregnancy and how to protect themselves from infections and abuse. As a result, in the 
name of morality, our young people are contracting sexually transmitted infections at 
unprecedented rates, having children that they are not prepared to care for, or dying from 
HIV/AIDS. Scientific data demonstrates that comprehensive sex education can delay first 
intercourse, reduce the number of sexual partners, and increase the use of condoms and 
contraception.' Comprehensive sex education is a proven good; it would be morally wrong 
to withhold a proven medical benefit from our children. 

When we are honest with our teens, they will respond to our candor by being honest with 
us. Comprehensive sex education strengthens family communication. When there is sound 
conversation about a sensitive matter like sex, teens will know who they can turn to, 
especially in their time of need. Stronger family ties, a benefit of comprehensive sex 
education, will serve teens and their loved ones well. 


Public funding that exclusively supports abstinence-only programs discriminates against 
many religious denominations that support comprehensive sex education. Many of our 
houses of worship provide age-appropriate, medically-accurate, comprehensive sex 
education; we have led such programs ourselves. These programs emphasize abstinence as 
the best way to keep oneself safe and healthy. Many young people take this path and we 
offer them our support and encouragement. However, experience shows that in any group 


' Kirby D, Emerging Answers 2007: Research Findings on Programs to Reduce Tein 
Pregnancy and Sexually Transmitted Diseases. Washington, DC: National Campaign to 
Prevent Teen Pregnancy, 2007. 
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of teens, some will turn in a different direction — we are morally responsible for them as 
well. 

This year alone, nearly four million teenagers will contract sexually transmitted infections 
and an additional 750,000 will become pregnant. For the sake of our young people, we 
urge Congress and state legislatures to heed the expert conclusions that abstinence-only 
programs do not stop or even delay teenagers from having sex nor do they have any 
positive impact on reported rates of pregnancy and sexually transmitted infections.^ 

As clergy seeking to improve the well-being of the young people we serve, we want to see 
comprehensive sex education become a reality. We believe that providing comprehensive 
sex education is a moral imperative for a responsible and just society in the care and 
instruction of our youth. Anything less is to fall far short of our moral obligation to the 
health and well-being of the young lives entrusted to us by God. 


The Planned Parenthood Federation of America Clergy Advisory Board (CAB), launched 
in 1994, leads a national effort to increase public awareness of the theological and moral 
basis for advocating reproductive health and Justice. CAB members are dedicated pro- 
choice clergy from different denominations and communities throughout the U.S. who 
work with Planned Parenthood at the national and state levels to further the goal of full 
reproductive freedom for all women and men. 


Rev. Paula Gravelle, Chair 
Watervliet, NY (Lutheran) 

Rev. Jill McAllister, Vice-Chair 
Kalamazoo, Ml (UUA) 

Rev. Mark Asman 

Santa Barbara, CA (Episcopalian) 

Rev. Thomas R. Davis 
Saratoga, NY (UCC) 

Rev. Consuelo Donahue 
San Antonio, TX (Presbyterian) 

Rev. Janet Eggleston 
Hoopeston, IL (Methodist) 

Rev. Vincent Lachina 
Seattle, WA (Baptist) 

Rev. Maria LaSala 

New Haven, CT (Presbyterian) 

Rev. William Levering 
Schenectady, NY (Presbyterian) 

Rev. Stephen Mather 
Coronado, CA (Presbyterian) 

Rev. Jane Emma Newall 
Yakima, WA (MCC) 


^ Jayson, Sharon. “Sex Education Clash Chums Over Grants, Study: Abstinence Teaching 
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Kalamazoo, MI (Presbyterian) 

Rabbi Sally Priesand 
Ocean Township, NJ 

Rev. Paul Robinson 
Medford, OR(UCC) 

Rabbi Dennis Ross 
Worcester, MA 

Rev. Kelvin Sauls 
Nashville, TN (Methodist) 

Rev. Joanne Sizoo 
Charlotte, NC (Presbyterian) 

Aisha Sobh 
Urbana, IL (Muslim) 

Rev. Penny Willis 
Washington, DC (UCC) 
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Statement of Planned Parenthood of Kansas and Mid-Missouri on the Public Health and 
Ethical Concerns with Abstinence-Only-Until-Marriage Programs and the Need for 
Comprehensive Sexuality Education 

Committee on Oversight and Government Reform 
Submitted for the Record 
AprU 23,2008 


Dear Committee Members, 

Planned Parenthood of Kansas and Mid-Missouri is an organization committed to ensure that every 
individual has the knowledge, opportunity and freedom to make informed private decisions about 
reproductive and sexual health. As an organization concerned about the health and education of our 
nation’s young people, we wish to share with the Committee our public health and ethical concerns 
regarding abstmence-only-until-marriage programs and urge you to provide the necessary oversight 
to bring an end to federal funding for these ineffective programs. There is a true need for evidence- 
based, comprehensive sexuality education that meets the needs of all youth, and fbUy informs them 
about such topics as abstinence and contraception, among a variety of other topics. We are 
committed to using sound scientific evidence and promoting the health and welfare of our nation’s 
youth and we wish to express our profound concern with the continuation of any funding for 
abstinence-only-until-marriage programs. 

Locally, abstinence-only-until-marriage funding is affecting the communities we serve at alarming 
levels. Missouri currendy receives more than $4,000,000 in Title V and CBAE funds and Kansas 
currendy receives close to $2,000,000. This funding encourages both of our state governments, as 
well as local school boards, to treat our young people as political pawns. The evidence of this has 
been made all too clear lately from the CDC report that shows that 1 in 4 teenage girls has a sexually 
transmitted infection and our local teen pregnancy rate in Kansas City has risen 13.1% since 2005 to 
2006. In addition, public opinion overwhelmingly supports comprehensive sex education in public 
schools. A poll conducted in Missouri in 2007 by Peter D. Hart Research Associates shows that 
76% of Missourians strong support comprehensive sex education. 

Scientific evidence does not support abstinence-only-until-marriage programs. 'Ihese programs have 
been funded by the federal government for over 25 years even though no study in a professional 
peer-reviewed journal has found them to be broadly effective. Most recendy, a federally funded 
study of abstinence-only-until-marriage programs was conducted by Mathematica Policy Research 
Inc. on behalf of the U.S. Department of Health and Human Services. Released in April 2007, the 
study found no evidence that abstinence-only-until-marriage programs have achieved their goal to 
increase rates of sexual abstinence— the entire supposed purpose of the programs. This report 
followed the findings from 1 3 states that have evaluated their own Tide V abstinence-only-until- 
marriage programs with results ranging from finding the programs ineffective to finding them to be 
harmful. 

Furthermore, in early November 2007, the National Campaign to Prevent Teen and Unplanned 
Pregnancy released Emerging Answers 2007 ^ a report authored by Dr. Douglas Kirby, a leading sexual 
health researcher, which discussed what programs work in preventing teen pregnancy and sexually 
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transmitted diseases, including HIV. The report found strong evidence that abstinence-only-until- 
marriage programs do not have any impact on teen sexual behavior. 

Additionally, a report released by the non-partisan Government Accountability Office (GAO) in 
November 2006 added additional evidence to the already significant body of knowledge that 
abstinence-only-until-marriage programs are providing very little oversight and have few 
riiechanisms in place to measure the effectiveness of the programs. 

These programs are not supported by any of the leading national or international public health and 
medical organizations. Every major medical and public health organization supports a 
comprehensive approach to sexuality education. These include the American Academy of Pediatrics, 
the American Medical Association, the American Nurses Association, the American Public Health 
Association, the Institute of Medicine, the National Institutes of Health, and the Society for 
Adolescent Medicine, among others. Several, including the American Public Health Association, the 
Institute of Medicine, and the Society for Adolescent Medicine, have gone so far as to call for the 
repeal of current abstinence-only-until-marriage programs and funding. 

Seventeen states have already rejected Title V binding due to the danger and harm that abstinence- 
only-until-marriage programs inflict on our young people. The only way to completely eradicate this 
danger for youth in the remaining 33 states is to acknowledge the overwhelming evidence in favor of 
comprehensive sex education and bring an end to the funding of Tide V. 

America's youth deserve real solutions that will help delay the onset of sexual activity and prevent 
unintended pregnancies and sexually transmitted diseases, including HIV /AIDS. Abstinence-only- 
until-marriage programs are not the answer. We ask Congress to end abstinence-only-until-marriage 
programs and to act in the best interest of young people by supporting public health and education 
policies that are comprehensive, rooted in the best science, and reflect mainstream values. 

Sincerely, 

Peter Brownlie 
President/CEO 

Planned Parenthood of Kansas and Mid-Missouri 
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Statement from Planned Parenthood of Connecticut, Inc. 
on the Public Health and Ethical Concerns with Abstinence-Only-Until-Marriage 
Programs and the Need for Comprehensive Sexuality Education 

Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 

Planned Parenthood of Connecticut, Inc. (PPC) is the largest provider of family planning 
and reproductive health care in Connecticut, operating 18 health centers in the state that 
annually provide services to about 70,000 patients, primarily young women. In addition, 
the Planned Parenthood mission includes empowering individuals to make reproductive 
health choices based on information, so our agency offers a wide range of training for 
parents and youth serving professionals (including teachers). PPC believes that in order 
to preserve access to services and information, we must engage in advocacy to promote 
reproductive justice in Connecticut, across the US, and globally. 

Coimecticut is among those states that, within the past year, has decided to forego the 
Title V abstinence grants which previously flowed through our State Department of 
Public Health. 

However, there has historically been no funding in our state for comprehensive, age 
appropriate sexuality education. This year, the Connecticut General Assembly is likely, 
for the first time, to initiate a basic funding stream to offer incentive grants to school 
districts eager to do a better job providing medically-accurate, age-appropriate, 
comprehensive sex education (which includes mention of abstinence but also instruction 
about other methods of family planning and safer sex.) In the course of working on this 
issue, we have learned through public opinion polling that the voting public in our state is 
squarely in favor of comprehensive sex education. 83% of those we polled (using Lake 
Research Associates of Washington DC) were strongly in favor of a comprehensive 
approach. Only 14% of voters felt that “abstinence until marriage” education was 
acceptable. 

Support for sex education crossed demographic groups in Connecticut and was bi- 
partisan in nature. Many cited serious concern for teens who are already sexually active, 
and according to recent CDC statistics, all too likely to be infected by sexually 
transmitted diseases. 

We would like to add the voice of Planned Parenthood of Coimecticut to those raised in 
opposition to federal abstinence-until-marrlage education funding. These programs have 
been soundly proven ineffective, and they are not in sync with the values of Connecticut 
educators, voters and policy makers, who prefer a comprehensive approach to sex 
education. 
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PLANNED PARENTHOOD FEDERATION OF AMERICA 
STATEMENT FOR THE U.S. HOUSE GOVERNMNENT 
REFORM COMMITTEE HEARING ON “DOMESTIC 
ABSTINENCE-ONLY PROGRAMS: ASSESSING THE 
EVIDENCE” 

Committee on Oversight and Government Reform 
Submitted for the Record 
April 23 , 2008 

As the nation’s most trusted reproductive healthcare provider. Planned Parenthood 
Federation of America boasts the largest network of sexuality educators and advocates 
for comprehensive sex education. In 2006, over 2,200 affiliate staff and volunteer 
educators provided educational programs to over 1 .2 million individuals of all ages. We 
are pleased the Committee on Oversight and Government Reform will be holding a 
congressional hearing to address this critical issue entitled, “Domestic Abstinence-Only 
Programs; Assessing the Evidence” and we are equally pleased to submit the following 
testimony for the record. 

In our 860 health centers across the country, Plaimed Parenthood providers and educators 
have seen firsthand the rising number of teen pregnancies and young adults infected with 
sexually transmitted infections (STIs). Every year, almost 750,000 girls aged 15-19 
become pregnant. Most recently, an alarming study by the Centers for Disease Control 
and Prevention (CDC) showed that at least one in four teen girls has a sexually 
transmitted infection (STI). The study also found that African-American teenage girls 
were most severely affected. Nearly half of the young Affican-American women (48 
percent) were infected with an STI, compared to 20 percent of young white women. 

The most recent CDC study underscores what Planned Parenthood and those who work 
tirelessly to reduce the numbers of both STIs and unintended pregnancies already know 
too well: it is time for everyone who cares about teenagers to start focusing on common 
sense solutions that will protect teen health and safety. Federal funding must be directed 
towards programs which require grantees to provide age-appropriate, medically accurate 
information on the value of abstinence and the benefits and effective rates of 
contraceptives. Federal funding should also be based on models that are proven effective 
in reducing unintended pregnancy or transmission of STIs, including HIV. 

It is clear that government intervention is needed to promote the health of American 
teens. National polling shows that the vast majority of Americans want to see Congress 
get at the root of the unintended pregnancy and teen-STI problem by expanding access to 
comprehensive sex education. In fact, 75% of voters would support policies that require 
public schools to teach comprehensive sex education that includes information about 
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contraception, abstinence, and how to avoid sexually transmitted infections such as HIV / 
AIDS. 

Despite this clear mandate from voters. Congress has wasted nearly $1.5 billion in public 
funds on proven-ineffective abstinence-only programs, and has not dedicated a federal 
ftmding stream for comprehensive sex education. At the same time, studies of abstinence- 
only programs are nearly vmanimous in their conclusions that abstinence-only programs 
are not working to reduce the number of unintended teen pregnancies and the spread of 
sexually transmitted infections; and in fact, they may be contributing to the problem. An 
April 2007, federally- funded study released by the Department of Health and Human 
Services and conducted by Mathematica Policy Research, found that when compared to a 
control group, students who attended abstinence-only programs were no more likely to 
delay sexual activity or have fewer partners. Moreover, at least 17 states have evaluated 
their federally funded abstinence-only programs and not one found a positive, long-term 
impact. 

The mounting public health concerns and weight of scientific evidence demonstrate that 
abstinence-only programs are dangerously out of touch with the reality of teens’ lives. 
Comprehensive sex education is the only approach that has been proven to work in 
delaying the onset of sexual activity and reducing risky sexual behaviors by young 
people. Comprehensive sex education stresses abstinence and includes age-appropriate, 
medically accurate information about contraception. Giving teenagers access to full 
information is the only way to prevent health risks for young people and encourage them 
to make responsible, safe and healthy decisions. 

America’s leading medical and public health experts support responsible, comprehensive 
sex education, including the American Medical Association, the American Academy of 
Pediatrics, the American College of Obstetricians and Gynecologists, the American 
Nurses Association, the Society for Adolescent Medicine, and the American Public 
Health Association. 

As the nation’s leading reproductive health care provider and educator. Planned 
Parenthood commends the committee for its efforts to address the evidence and analysis 
provided by impacted youth, government officials and public health professionals 
prepared to testify before the panel. As Congress re-evaluates the federal government’s 
failed policy on abstinence-only programs, we are eager to work with you to reach the 
goal of providing quality, comprehensive sexuality education in every American public 
school and community. 
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Statement of the Religious Coalition for Reproductive Choice on Abstinence-Only- 
Until-Marriage Programs and the Need for Comprehensive Sexuality Education 

House of Representatives 


Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 


Mr. Chairman and Members of the Committee: 

The Religious Coalition for Reproductive Choice (RCRC) appreciates this opportunity to 
submit testimony on the issue of abstinence-only programs. 

RCRC is an interfaith alliance of national mainstream religious organizations dedicated 
to ensuring access to reproductive health care and achieving reproductive justice. For 
nearly 35 years, RCRC has brought together national religious and religiously affiliated 
organizations from 15 denominations and traditions. Our membership includes the 
Episcopal Church, the Presbyterian Church (USA), the United Church of Christ, the 
United Methodist Church (the General Board of Church and Society and Women’s 
Division, General Board of Global Ministries), the Unitarian Universalist Association; 
and Reform, Reconstructionist and Conservative Judaism. RCRC is a strong voice on 
behalf of women of color, the poor, youth and other underserved populations. 

Support of religious communities for comprehensive sexuality education 

Major faith traditions representing millions of Americans support comprehensive 
sexuality education. In keeping with our nation’s constitutional guarantee of freedom 
of religion, they oppose civil laws that would impose specific religious views about 
sexuality education on all Americans. 

These faith communities take seriously their duty to instill a set of religious and moral 
values that will help guide young people to responsible life choices. They believe that 
it is the role of government to ensure that the nation’s youth receive the facts - 
unblemished by ideology - that will protect them from disease and unintended 
pregnancy. 

RCRC has compiled excerpts of official statements of religious denominations and 
traditions on the importance of sexuality education. We have attached a copy of the 
complete document, Relisious communities and sex education: in the Home, In the 
Consregation, in the Schools, for your review. But to give you a brief sense of these 
statements, please consider the following: 

United Methodist Church: 

“Children, youth and adults need opportunities to discuss sexuality and learn 
from quality sex education materials in families, churches and schools.” 

United Synagogue of Conservative Judaism 
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“...supports comprehensive sex education...caUs upon the U.S. Congress to 
cease funding of abstinence only education." 

Presbyterian Church (U.S.A.) 

“...supports...comprehensive school health education that includes age and 
developmentally appropriate sexuality education in all grades...” 

Muslim Women’s League 

“Sex education can be taught in a way that informs young people about 
sexuality in scientific and moral terms.” 

Episcopal Church 

“...we encourage the members of this Church to give strong support to 
responsible local public and private school programs of education in human 
sexuality.” 

How did you learn about sex? 

Earlier this year, RCRC put out a request to “tell us your story: how did you learn 
about sex?” We received well over 300 responses from individuals around the country 
age 17 through 94. These replies offer thoughtful reflections and often intimate, 
sometimes painful, glimpses into personal lives. 

Among other things, we found that what you learn - or don’t learn - as a young person 
can have life-long repercussions. And abstinence-only programs, by their design, leave 
out important health information. 


If i had known what sex was, I would have understood what was happening to 
me when I was molested by a male relative beginning at age 8. - Deborah, 45 

I wish I’d learned what intercourse was and how easy it is to get pregnant. - 
anon, 79 

I wish I’d learned about STDs and the way in which they can be transmitted. I 
was under the impression that oral sex was safe, since you couldn’t get 
pregnant from it. - Miranda, 26 

The good girl/bad girl images prevalent when I was young only served to instill 
a great deal of fear in me, which negatively impacted on my marriage for 
years. - anon, 57 

Communities of color 

in the year 2000, RCRC was honored to have former Surgeon General Joycelyn Elders 
address our annual National Black Religious Summit on Sexuality. According to Dr. 
Elders, “our problem vrith sexuality has contributed more to the poverty in the black 
community than anything else in our society. A pregnant teenager who does not finish 
high school or marry has an 80% likelihood of being poor.” She challenged Congress to 
“stop legislating morals and start teaching responsibility.” Now, it is eight years and 
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$1.3 billion of abstinence-only education later and a low income woman is four times 
as likely to have an unintended pregnancy, five times as likely to have an unintended 
birth and more than four times as likely to have an abortion as her higher-income 
counterpart. It is the poor and communities of color who suffer from illogical and 
ineffective public policy. 

RCRC addresses these issues through our National Black Church Initiative, a program 
begun in 1997 to “break the silence” about sex and sexuality in the African American 
community. The initiative assists Black clergy and laity in addressing teenage 
pregnancy, sexuality education and reproductive health within the context of African 
American religion and culture. We have worked in over 700 churches providing our 
“Keeping It Real!” faith based sexuality education curriculum to more than 7,000 
young men and women. We have a similar faith based initiative. La Iniciativa Latina 
(LIL), which provides model programs on sexuality and reproductive health for Latino 
youth, adults and clergy in the context of Latino values, religion and culture. 

But the answer to the nation’s high rate of unintended pregnancy and pandemic of 
sexually transmitted diseases does not rest with churches and non-profit organizations 
alone. Public schools must be part of the solution. We are morally compelled to 
empower our young people with the knowledge to make responsible decisions. As Dr. 
Elders so succinctly stated, “Vows of abstinence break more easily than latex 
condoms.” According to the CDC’s National Center for Health Statistics, in 2002, the 
pregnancy rates for black and Hispanic teenagers were each more than two and one- 
half times the rate for white teenagers. This is the reality. 

One of the most compelling arguments for comprehensive sexuality education was 
made by a member of our youth program, a proud Pentecostal Christian from rural 
Mississippi. In a meeting with her Member of Congress, she explained that there was 
no sex education in her high school and a lot of girls in her class got “knocked up.” 
They did not graduate from high school. They did not marry. Their futures were 
compromised. But the impact of these unintended pregnancies goes well beyond the 
lives of these young women and their children. They contribute to the economic 
depression of their communities. 

In conclusion 

We believe that being of faith means being engaged in the world. And like it or not, 
the facts are clear: 95 percent of Americans have sex before marriage, 80 percent of 
teen pregnancies are unintended and each year, 25 percent of American teens 
contract an STD. We want our young people to be safe. For that to happen, they 
must be informed by comprehensive sex education. Offering them anything less is 
irresponsible, dangerous and wrong. 
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Religious Communities and Sex Education 

In the Home • In the Congregation • In the Schools 


In the tradition of WE AFFIRM, Religious Organizations Support Reproductive Choice, the Religious Coalition for 
Reproductive Choice has compiled excerpts of official statem^its of religious denominations and traditions on the 
importance of sexuality education. The URL or publication for each excerpt is noted. 

Major faith traditions representing millions of Americans support comprehensive sexuality education. In keeping 
with our nation’s constitutional guarantee of freedom of religion, they oppose civil laws that would impose 
specific religious viaivs about sex education on all Americans. 

The Religious Coalition for Reproductive Choice is a national organization of 40 religious groups and faith 
traditions committed to preserving reproductive choice as an integral part of religious freedom. Perspectives in 
this document come from both RCRC member and non-member organizations. 


American Baptist Churches in the U.S.A. 

“We are committed to providing programs of education 
and support to guide and nurture persons making 
choices about singleness, marriage, divorce, remarriage 
and parenthood.” 

“We are committed to working vrith others for public 
policies and practices which enhance the status of 
families and empower them to do their unique work of 
nurturing succeeding generations of citizens.” 

Frwn the: 

Amwican Statist Policy Statement on Family Life No. 7036:6, June 
1984 

Central Conference of American Rabbis 
“ . . . Experience with the Reform Movement’s youth 
programs indicates that Reform Jewish youth are as 
sexually active as their peers. In addition, every 
scientific study that breaks down participants by 
religion shows the same results. 

"Therefore, the Central Conference of American Rabbis 
resolves to: 

Support federal, state, provincial, and local legislation 
to provide for the inclusion of comprehensive and age- 
appropriate sexuality education in the public schools on 
alt levels (from grade school through high school), 
while opposing federal, state, provincial, and local 
funding exclusively for abstinence-only programs.” 

Frwn: 

Sexuality Educatlw, Adopted by the 114th Annual Caivention of the 
Central Conference Of /Vnerican Rabbis (orgaiized rabbinate of 
Reform Judaism) March 2003 


Christian Church (Disciples of Christ) 

“THEREFORE, BE IT RESOLVED that the General 
Ass^bly of the Christian Church (Disciples of Christ) 
meeting in Ft. Worth, Texas, July 21-25, 2007, 
encourage all manifestations of the church to 
participate in proactive prevention by: 

Engaging in age appropriate health and sexuality 
education paired with Christian spirituality for adults 
and youth.” 

From: 

General Assembly Resolution NO. 0725 (SENSE-OF-THE-ASSEMBLY) 
PROACTIVE PREVENTION: SEEKING COMAAON GROUND ON THE ISSUE 
OF ABORTION 

Church of the Brethren 

“Education for family life is appropriate also within the 
public school. It is needed to supplement instruction in 
the home and church. Public school instmction should 
include information about the body, sex organs, and 
the reproductive system, but the emphasis should be 
on values and relationships. Teachers who are 
responsible for this task should be well trained and 
themselves be worthy models of mature and 
responsible sexuality. The church supports responsible 
family-life education in the public school as long as the 
religious commitment of all students and residents of 
the community is respected. Family-life education will 
not solve all sex, marriage, and family problems. The 
task requires the coordinated efforts of home, school, 
and church.” 

From: 

Statement, 1983 Annual Conference Human Secuality from a 
Christian Perspective, Family-Life Education 1983 
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Religious Communities and Sex Education 

In the Home • In the Congregation • In the Schools 


Episcopal Church 

“Resolved, That the 73rd General Convention of the 
Episcopal Church strongly urge dioceses and 
congregations to provide a safe, hospitable 
environment for frank conversation with youth and 
young adults about human sexuality, to share and teach 
accurate information, and to promote dialogue, within 
the context of the Baptismal Covenant;” 

From: 

General Cwivention, Journal of the General Conveition of...The 
Episcopal Church, Denver, 2000 {New York: General Conventiw, 

2001), p. 202. 

http: / /WWW. episcopalarchives.org/cgi- 
bin/acts/acts_resolut1on.pl?resolution®2000-A046 

“Resolved, That we encourage the members of this 
Church to give strong support to responsible local 
public and private school programs of education in 
human sexuality. ” 

From: 

General Conventiai, Journal of the Gwteral Convention of...The 
Episcopal Church, Detroit, 1988 (New York; General Convention, 
1989), p. 687. No. 1988-A089, 1989 

Evangelical Lutheran Church of America 
People of ail ages need information and experience to 
understand and responsibly live out their sexual 
identity in the varied relationships of their lives -- as 
child or parent, sister or brother, spouse, friend, co- 
worker, neighbor, or stranger. This church affirms the 
importance of ordering society and educating youth 
and adults so that all might live in these relationships 
with mutual respect and responsibility. 

Education about sexuality should emphasize 
monogamy, abstinence, and responsible sexual 
behavior, as well as practices intended to prevent the 
transmission of disease during sexual intercourse. 

From: 

Sexuality: Some Common Coivictions Adopted by the Church Council 
of the Evangelical Ludieran Churdi in America on November 9, 1996. 

Islam 

“Islam is explicit alxiut many aspects of human 
sexuality. Also, based on the numerous hadith showing 
the Prophet's willingness to discuss these matters 
openly, it should be obvious that education about 
matters related to sex is acceptable.” 


Islam, continued 

“Explaining anatomy and the changes one's body 
experiences during puberty are essential for enabling 
young people to grow up with a healthy self-image. 
Also, in an age where sexual activity in many countries 
begins at an early age, Muslim adolescents must be 
informed to better enable them to deal with peer 
pressure. Sex education can be taught in a way that 
informs young people about sexuality in scientific and 
moral terms.” 

“Regardless of the challenges of each society, young 
people must be adequately informed. Also, in some 
Muslim communities, individuals are encouraged to 
marry at young ages. They need to be educated 
regarding sexuality prior to the marriage such that they 
know what to expect and can consider their options for 
birth control prior to consummating the marriage.” 

Frwn: 

An Islamic Perspective on Sexuality by Mu^im Women's league 
September 1999 

Jewish Council for Public Affairs 
The JCPA believes that public schools have an 
obligation to provide young people with accurate and 
effective sexuality education and, therefore, that 
current, ineffective abstinence-only-until marriage 
sexuality programs in public schools should be 
replaced by comprehensive, medically accurate, age- 
appropriate sexuality education that does not 
promote any particular religious viewpoint on 
sexuality. 

From: 

Task Force Concern on Comprehensive Sexuality Education in Public 
School 

Adopted by the 2008 JCPA Plenum 
Mennonite Church USA 

“We call on pastors and congregational leaders to 
address issues of sexuality and appropriate sexual 
expression in sermons, in Sunday school classes, and in 
premarital counseling.” 

“We commit ourselves to provide Christian education 
about human sexuality for both young and old and to 
foster understanding of various means by which 
pregnancy can be prevented when It is not desired.” 

From: 

Statement on Abortitm Adopted by Mennonite Church USA Delegate 
Assembly Atlanta, Georgia 
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Religious Communities and Sex Education 

In the Home • In the Congregation • In the Schools 


Presbyterian Church (U.S.A.) 

The 206th General Assembly (1994): 

1 . Supports the United States Department of Health 
and Human Services and the U.S. Surgeon General in 
planning and implementing comprehensive school 
health education that include age and 
developmentally appropriate sexuality education in all 
grades as a part of human growth and development 
curriculum for youth. 

Presbyterian Church (U.S.A.), continued 

2. Calls upon state legislatures to require that all 
schools provide comprehensive kindergarten through 
twelfth grade human growth and development 
education that is complete, factual, accurate, free of 
bias, and does not discriminate on the basis of sex, 
race, national origin, ancestry, creed, pregnancy, 
marital or paraital status, sexual orientation, or 
physical, mental, emotional, or learning disability. 


Unitarian Universalist /^sociaticm, continued 
“Be It Further Resolved, that the 1994 General 
Assembly of the Unitarian Universalist Association urges 
member congregations to advocate the availability of 
comprehensive, objective, unbiased, up-to-date, age- 
appropriate, sexuality education curricula in public 
spools, including information about: 

• The reproductive system and its functions; 

• proper use of all forms of contraception, 
including the option of abstinence; 

• Sexually transmitted diseases, their prevention and 
treatments; 

• Sexual abuse, sexual assault, sexual harassment, rape 
(including date rape), and incest, as well as their 
prevention and treatment through counseling, 
infonnation, and resources; 

• Pregnancy counseling and options including 
infonnation about organizations such as Planned 
Parenthood and Birthright.” 


Fran: 

1994 Statem«it-PCUSA, 569-570 "The Challeige of Choice: 30 Years 
of Affirming Reproductive Choice; Presbyterians and Roe v. Wade, 
1973 to 2003” November/December 2002 

Reformed Church in America 

General S^od recommended the following: 

To request that regional synods and classes "develop 
regional and local strategies for sexuality education.” 

From: 

Summary of General Synod Statements on Abortion (Minutes of the 
General S^wd 1990, p. 101). 

Unitarian Universalist Association 

“WHEREAS the REAL Act (Responsible Education about 

Life) will «tabUsh the first ever federal funding stream 

for medically accurate, comprehensive sexuality 

education; 

THEREFORE BE IT RESOLVED that the delegates of the 
2007 General Assembly of the Unitarian Universalist 
Association call upon Congress to support passage of 
the REAL and PATHWAY Acts and urge member 
congregations and individual Unitarian Universalists to 
immediately petition congressional representatives to 
co-sponsor these bills;” 

From: 

Support Conpr^iensive Sexuality Educatior Legislation 
2007 Action of Immediate Witness 


From: 

Sexuality Education in Public Schools 
1994 Resolution of Immediate Witness 

United Church of Christ 

IV. A STATEMENT OF CHRISTIAN CONVICTION 

5. “Sex education beginning early in elemwitary school, 
as called for by the Surgeon General, is a major 
component of the effort to contain the AIDS pandemic. 
Curricula need to address the physical, social and 
ethical nature of human sexuality and teach skills for 
responsible personal decision-making.” 

6. “Government funding of research, service, 
education, treatment and prevention must become a 
global priority.” 

From: 

A PronouncOTent Health and Wioleness in the Midst of a Pandemic, 
Adopted by the Sixteenth General Synod June 25-30, 1987 


The United Methodist Church 
“We recognize the ccwitinuing need for full, positive, 
age-appropriate and factual sex education 
opportunities for children, young people, and adults, 
lire Church offers a unique opportunity to give quality 
guidance and education In this area.” 
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Religious Communities and Sex Education 

In the Home • In the Congregation • In the Schools 


United Methodist Church, continued 
“Children, youth, and adults need opportunities to 
discuss sexuality and learn from quality sex education 
materials in families, churches and schools.” 

From: 

Pornography and Sexual Violence Adopted 1988; Revised and Adopted 
2000 The Book of Resolutions of the United Melodist Church 
2004 

The United Synagogue of Conservative Judaism 
THEREFORE, BE IT RESOLVED that United Synagogue 
supports comprehensive sex education; 

Encourages parents to talk to their children about 
sexuality and sexual health in a Conservative Jewish 
context; Calls upon the U.S. Congress to cease funding 
of abstinence only education; Opposes funding of 
abstinence only education on federal, state, provincial 
and local levels; Encourages the support of the 
inclusion of components of age appropriate 
comprehensive sex education In public schools; and 
encourages components of age appropriate 
comprehensive sex education in Solomon Schechter 
schools, Camps Ramah, Kadima, USY and Koach. 


The United Synagogue of Ctmservative Judaism, 
continued 

BE IT FURTHER RESOLVED that United Synagogue will 
develop age-appropriate educational materials to be 
used in day schools, synagogue schools, youth groups 
and homes. 

From: 

Comprehensive Sex Education f2007) 

Resolution passed at the international biennial convention 2007 

National Council of the Churches of Christ in the 
U.S.A. 

“The Committee assists participating denominations 
and organizations in: 

• The life-long nurturing task of families 

• Strengthening marriage, parenting and familial living 
through programs of education and leader development 

• Addressing human sexuality throughout the life cycle 

• Supporting families in a time of many cultural 
changes 

• Providing remedial strategies for problems affecting 
families, preventative strategies for enhancing the 
health of families, and advocacy regarding public 
policies that impact families." 

From: 

Committee on Family Ministries and Human Sexuality, Education and 
Leadership Ministries Committee Mission 


Religious Coalition for Reproductive Choice Member Organizations* 

Presbyterians Affirming Reproductive Options • Episcopal Church • Washington Office, Presbyterian Church (USA) • Women’s 
Ministries, Presbyterian Church (USA) • United Church of Christ • General Board of Church and Society, United Methodist 
Church • General Board of Global Ministries, Women's Division, United Methodist Church • Caucuses/Organizations • Catholics 
for Choice • Christian Lesbians Out (CLOUT) • Church of the Brethren Women’s Caucus • Disciples for Choice • Episcopal 
Urban Caucus • Episcopal Women’s Caucus • Lutheran Women’s Caucus • Methodist Federation for Social Action • Rabbinical 
Assembly, Conservativb Judaism • United Synagogue of Conservative Judaism • Women's League for Conservative Judaism • 
Central Conference of American Rabbis, Reform Judaism • NorOi /Vnerican Federation of Temple Youth, Reform Judaism • 
Union for Reform Judaism • Women of Reform Judaism, The Federation of Temple Sisterhoods • Women’s Rabbinic Network, 
Reform Judaism • Jewish Reconstructionist Federation • Reconstructionist Rabbinical Association • Society for Humanistic 
Judaism • Caucuses/Organizations • American Jewish Committee • American Jewish Congress • Anti-Defamation League of 
B'nai B’rith • Hadassah, WZOA • Jewish Women International • NA’AMAT USA • National Council of Jewish Women • Women’s 
American ORT • National Service Conference of the American Ethical Union • Unitarian Universalist Association of 
Congregations • Unitarian Universalist Women's Federation * Young Religious Unitarian Universalists • Continental Unitarian 
Universalist Youth Adult Network • YWCA of the USA 

‘Coalition membership does not require or imply conformity to all the actions and initiatives of the Religious Coalition for 
Reproductive Choice. 
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^ Religious Institute 


ON SEXUAL MORALITY, }USTnCE, AND HEALING 
21 Charles Street . Westport, CT 06880 • 203-222-0055 • www.RELiGiouslNsrmjTE.ORG 


Statement on the Public Health and Ethical Concerns with Abstinence-Only-Until-Marriage 
Programs and the Need for Comprehensive Sexuality Education 
Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 

The Committee will hear from many organizations the strong public health arguments that 
support sexuality education and oppose abstinence-only-until marriage programs. As religious 
leaders, we ask you to also consider the moral and ethical foundations for supporting comprehensive 
sexuality education for the nation's youth. 

As religious leaders, we believe young people should learn about their sexuality from their 
parents, faith communities, and school-based programs, not primarily from their peers or the 
entertainment media. We believe that programs must be age-appropriate, medically accurate, and 
truthful. 

Young people need help in order to develop their capacity for moral discernment and a freely 
informed conscience. Education that respects and empowers young people has more integrity than 
many of the currently funded abstinence-only programs that are based on incomplete information, 
fear, and shame. Programs that teach abstinence exclusively and withhold information about 
pregnancy and sexually transmitted disease prevention fail too many of our young people. 

Our sacred texts and theological commitments call us to truth telling. Young people need to 
know that "there is a time to embrace and a time to refrain from embracing" but they also require the 
skills to make moral and healthy decisions about relationships for themselves now and in the future. 
We call on you to support comprehensive sexuality education programs that honor the diversity of 
religious and moral values in the community. Such education teaches that decisions about sexual 
behaviors should be based on moral and ethical values, as well as considerations of physical and 
emotional health. It affirms the goodness of sexuality while acknowledging its risk, consequences 
and dangers, and it introduces with respect the differing sides of controversial issues. It includes 
information about abstinence, contraception, and STD prevention. There is an urgent need for a 
federal sexuality education program that reaches all young people, regardless of income, class, 
ethnicity, or sexual experience or orientation. 

For more than 40 years, mainstream faith based traditions have called for federal and local 
support for sexuality education. In 1968, the National Council of Churches of Christ, the Synagogue 
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Council of America, and the United States Catfiolic Conference issued a joint call for churches and 
synagogues to become actively involved in ^xuality education within their congregations and their 
communities. Today, more than 13 denominations have policies supporting sexuality education in 
their schools, including the Union for Reform Judaism, the United Church of Christ, the United 
Methodist Church, and the Church of the Brethren. 

It is time for the federal government to support comprehensive sexuality education programs 
for youth and to cease funding programs that are not only ineffective but may put our children and 
teenagers at risk - for disease, for short changed futures, for denial of the gift of their sexuality. It is 
time to provide all our young people with accurate education that respects the diversity of values in a 
community. It is indeed a time to speak and a time to act. May our religious voices help you 
understand that it is also the only moral response. 

Signed: 

* Rev. Steven C. Baines, People for the American Way, Washington, DC 

Most Rev. Lou A. Bordisso, Auxiliary Bishop, American Catholic Church, Diocese of CA, Mare 
Island, CA 

* Rev. Steve Clapp, President, Christian Community, Fort Wayne, IN 

Rev. Audrey deCoursey, Convener, Women's Caucus, Church of the Brethren, Berkeley, CA 
Rabbi Dr. Elliot Dorff, Committee on Jewish Law and Standards, Los Angeles, CA 

* Rabbi, Sue Levi Elwell, Regional Director, PA, Council, Union for Reform Judaism, Philadelphia, PA 
Rev. Dr. Marie M. Fortune, Founder, FaithTrust Institute, Seattle, WA 

Rev. Ruth B. Garwood, Executive Director, UCC Coalition for LGBT Concerns, Cleveland, OH 
The Rev. Dr. Paula J. Gravelle, Chair, Clergy Action Board, Schenectady, NY 

* Rev. Larry Greenfield, Executive Minister, American Baptist Churches of Metro Chicago, Chicago, 

IL 

* Rev. Debra W. Haffner, Director, Religious Institute on Sexual Morality, Justice, and Healing, 
Westport, CT 

* Rev. Arm L. Hanson, Minister for Sexuality Education and Justice, United Church of Christ, 
Cleveland, OH 

Rev. Cedric Harmon, Deputy Director, Americans United, Washington, DC 
Dr. Mary L., Hunt, Co-Director, Women's Alliance for Theology, Ethics, and Ritual, Silver Spring, MD 
Rabbi Peter Knobel, President, Central Conference of American Rabbis, Chicago, IL 
Rev. Jennifer Kottler, Executive Director, Let Justice Roll, Chicago, IL 
Rev. Dr. Ken B. Langston, Director, Disciples Justice Action Network, Annapolis, MD 
Rev. Dr. Pamela R. Lightsey, Dean of Students, Garret-Evangelical Theological Seminary, Evanston, 

IL 

Rev. Barry W. Lynn, President, Americans United for the Separation of Church and State, 
Washington, DC 

Jon O’Brien, President, Catholics for a Free Choice, Washington, DC 
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Rev. Kenneth L. Pennings, Executive Director, Asasciation of Welcoming and Affirming Baptists, 
Madison, MI 

Dr. Bruce Prescott, Executive Director, Mainstream Oklahoma Baptists, Norman, OK 
Dr. Sylvia Rhue, Director of Religious Affairs, National Black Justice Coalition, Washington, DC 
The Rev. Cally Rogers-Witte, Executive Minister, Wider Church Ministries, United Church of Christ, 
Cleveland, OH 

Rabbi David Saperstein, Director, Religion Action Center of Reform Judaism, Washington, DC 
Rev. Michael Schuenemeyer, Executive for Health and Wholeness Advocacy, Wider Church 
Ministries, United Church of Christ, Cleveland, OH 

Rev. William G. Sinkford, President, Unitarian Universalist Association, Boston, MA 

Rabbi David A. Teutsch, Director, Center for Jewish Ethics of Reconstructionist Rabbinical College, 

Wyncote, PA 

John H. Thomas, General Minister and President, United Church of Christ, Cleveland, OH 

* Rev. Emilie Townes, Andrew W. Mellon Professor of African American Religion and Theology, Yale 
Divinity School, New Haven, CT 

* Rev. Carlton Veazey, President and CEO, Religious Coalition for Reproductive Choice, Washington, 
DC 

Rev. Rebecca Voelkel, IWR and Faith Work Director, Institute for Welcoming Resources of the 

National Gay and Lesbian Task Force, Minneapolis, MN 

Rabbi Arthur Waskow, President, The Shalom Center, Philadelphia, PA 

Rev. Elder Nancy Wilson, Moderator, Universal Fellowship of Metropolitan Community Churches, 
Sarasota, FL 


Chaplain Lesley M. Adams, Geneva, NY 
Rev. Denise Allen, Beaverton, OR 
Rev. Dr. Kharma Amos, Fairfax, VA 
Rev.Dr. Ann L. Barker, Sherwood, WI 
Rabbi David D. Bauer, Amherst, MA 
Rev. Joan Van Beceiaere, Columbus, OH 
The Rev. Ruth B. Becker, Pittsburgh, PA 
Rabbi Shelley Kovar Becker, Floral Park, NY 
Rabbi Leila G. Berner, Kensington, MD 
Rabbi Jonathan Biatch, Madison, WI 
Rev. Gretchen Bingea, Ann Arbor, MI 
Rev. Dr. Kathleen A. Bishop, Delray Beach, FL 
Rev. Dr. Nadean Bishop, Stillwater, MN 


Members of the Advisory Board, Religious Institute on Sexual Morality, Justice, and Healing 
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Rev. Mike Blevins, Burr Oak, lA 

The Rev. Ann Bonner-Stewart, Greenville, NC 

The Rev. Anita L. Bradshavi', Minneapolis, MN 

Rev. David M. Bryce, Hastings-on-Hudson, NY 

Rev. Betsy Bueschel, Chicago, IL 

Rev. Jim B. Burklo, Mill Valley, CA 

Rev. Cynthia Cain, Lexington, KY 

Rabbi Harold F. Caminker, Fort Lauderdale, FL 

Rev.Dr. Jan Carlsson-Bull, Cohasset, MA 

Rev.Dr. Michael D. Castle, Dayton, OH 

Rev. Dr. J. Harley Chapman, Palatine, IL 

Rev. Brian P. Cloughtery, Chapel Hill, NC 

The Rev. Steven C. Clunn, Schenectady, NY 

Fr. Greg Cornelia, San Francisco, CA 

Rev. Barbara Condon, Idaho Falls, ID 

Rev. Karin Conover-Lewis, Lena, WI 

The Rev. Chuck Currie, Portland, OR 

Rev. Dr. Beverly Dale, Philadelphia, PA 

Rev. Jean S. Darling, Chicago, IL 

The Rev. Tom Davis, Washington, DC 

The Rev. Ann B. Day, Holden, MA 

Rev. James Delange, San Francisco, CA 

Rev. Randall Doubet-King, Chicago, IL 

Rev. Lucinda Duncan, Lexington, MA 

Rev. Fr. James Dunn, Charlotte, NC 

The Rev. Dale W. Dusman, Baltimore, MD 

Rev. Donald Eastman, Fort Lauderdale, FL 

The Rev. Mark Edminston-Lange, Houston, TX 

The Rev. Dr. Rebecca Edminston-Lange, Houston, TX 

Rev. Dr. Dee Eisenhauer, Bainbridge Island, WA 

Dr. Russell K. Elleven, Fort Worth, TX 

Rabbi Dr. Andrew Vogel Ettin, Salisbury, NC 

Rabbi Ted Falcon, Seattle, WA 

Rabbi Michael Fessler, Sewell, NJ 

Dr. Elisabeth S. Fiorenza, Cambridge, MA 

The Rev. Canon James A. Flagler, Fultonville, NY 

Rev. Dr. Arthur L. Foster, Lexena, KS 

The Rev. Mary L. Foulke, New York, NY 

Rev. Matthew D. Fox, Washington, DC 

Rev. Bob Gaiser, Broomfield, CO 

Rev. Dan Gerhard, Mount Vernon, WA 

Rev. Dr. Gordon Gibson, Elkhart, IN 
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Rev. Mark Glovin, Rockland, ME 
The Rev. Edward Goode, Chicago, IL 
The Rev. Dr. Judith A. Gootch, Plymouth, NH 
Rev. Dr. Ronald C. Greene, Great Falls, MN 
Rev. Katherine Greenleaf, Poughkeepsie, NY 
Rev.Dr. Nina D. Grey, Chicago, IL 
Rev. Dr. Horace Griffin, New York, NY 
Fr. Martin de Pores Griffin, Chula Vista, CA 
The Rev. Pamela Griffith Pond, Novato, CA 
Pastor Janet G. Grill, Pittsburgh, PA 
Rev. John F. Gundlach, Sherills Ford, NC 
Rev. Carol S. Haag, Summit, NJ 
Rev. Rachel G. Hackenburg, Lancaster, PA 
Rev. Bill Hamilton-Holway, Kensington, CA 
The Rev. Sue Judson Hamly, International Falls, MN 
Rev. John M. Hild, Pueblo, CO 
The Rev. Anita C. Hill, Saint Paul, MN 
Pastor Charlene Hill, Chicago, IL 
Rev. Craig Hoffman, Cleveland, OH 
Rev. Charles F. Holm, Easton, PA 
Rev. Magdelene Holm-Roesler, Austin, TX 
Rev. Erika L. Hundrieser, Joliet, IL 
The Rev. Lisa Hunt, Houston, TX 
Rev. Tomi Jacobs, Albany, NY 
Rev. Dr. Sharon Jacobson, Rochester, NY 
Minister DeMett E. Jenkins, Charlotte, NC 
Rev. Tracy S. Jenks, Ridgewood, NJ 
The Rev. Madeline Jervis, Arlington, VA 
Faith A. Johnson, Georgetown, MA 
Rev.Dr. Jay E. Johnson, Berkeley, CA 
Rev. Susan B.W. Johnson, Chicago, IL 
Rev. Kevin L. Jones, West Palm Beach, FL 
Rev. Tom Jones, Charlotte, MI 
The Rev. Diane Kenney, Los Angeles, CA 
Rev. Elizabeth A. Ketcham, Freeland, WA 
Rev. Donald F. King, Cleveland Heights, OH 
Rev. Steven M. King, Rick Hill, SC 
Rev. Rick KUmowicz, Meriden, CT 
The Rev. Lucy Kolin, Oakland, CA 
Rabbi Neil Kominsky, Lowell, MA 
Rev. Jake Kopmeier, St. Petersburg, FL 
Rev. Jim B. Krauss-Jackson, Louisville, KY 
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Rev. Kurt J. Kremlick, Kalamazoo, MI 
Rev. Hilary Krivchenia, Lafayette, IN 
The Rev. Dodd Lamberton, Minneapolis, MN 
Rabbi Alan LaPayover, Philadelphia, PA 

The Rev. Maria LaSala, New Haven, CT 
Rev. Tamara Lebak, Tulsa, OK 
Rev. Dr. Gabrielle Lettini, Berkeley, CA 
Rev. David T. Lewicki, New York, NY 
Rev. John S. Lindsay, Friday Harbor, WA 
Rev. Karen Lipinczyk, Wadesville, IN 
The Rev. Dr. Robert C. Lodwick, Pasadena, CA 
Rev. Teri Lubbers, North Richland Hills, TX 
Rev. Ginger Luke, Ann Arbor, Ml 
Rev. Jeanne E. MacKenzie, Washington, DC 
Daniel C. Maguire, Milwaukee, W1 
Rabbi Jeffrey M. Marker, Brooklyn, NY 
The Rev. Dr. Joan M. Martin, Cambridge, MA 
Rev. Dr. Kathi Martin, Atlanta, GA 
Rev. Elder Ken Martin, Portland, OR 
Fr. David S. Matz, Berkeley, CA 
Rev. Dr. Fran Mayes, Ann Arbor, MI 
Rev. Judith L. Maynard, Albuquerque, NM 
The Rev. Milton McC. Gatch, New York, NY 
Rev. Dr. John B. McCall, South Portland, ME 
Rev. Peggy McClanahan, Oak Lawn, IL 
Rev. Roger McClellan, Anniston, AL 
The Rev. Rosemary B. McNatt, New York, NY 
Rev. Kathleen McTigue, New Haven, CT 
Rabbi Ralph Mecklenburger, Fort Worth, TX 
Rev. John Merz, New York, NY 
Rev. Melanie Miller, White Plains, NY 
Rev. Sarah G. Millspaugh, Mission Viejo, CA 
Rev. Paul Mitchell, Los Angeles, CA 
Rev. Rick Mitchell, Concord, CA 
The Rev. Grace J. Moore, Claremont, CA 
Rev. Richard O. Moore, Claremont, CA 
Eric Mount, Danville, KY 
Rev. Paul E. Mullins, San Francisco, CA 
Rev. David Mundy, Santa Clara, CA 
Rev. Theodore K. Nace, Colorado Springs, CO 
Rev. Jen Nagel, Minneapolis, MN 
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Rev. Eric M. Nelson, Minneapolis, MN 
Dr. Jim B. Nelson, Tucson, AZ 
The Rev. John A. Nelson, Niantic, CT 
Rev. Jane Newall, Yakima, WA 
Rev. Jane E. Nickell, Meadville, PA 
Pastor David E. Olson, Berwyn, IL 
Rev. Diane Olson, Milwaukee, WI 
Rev. Damaris E. Ortega, Edison, NJ 
Rev. Charlie B. Ortman, Montclair, NJ 
Rev. Josh Pawelek, Manchester, CT 
Rev. Mark Pawlowski, Kalamazoo, MI 
The Rev. Elsa A. Peters, Portland, ME 
Brenda B. Peterson, Raleigh, NC 
Rev. Thomas J. Philipp, Brookhaven, NY 
Rev. Emiest D. Pipes, Santa Monica, CA 
The Rev. Nathan D. Pipho, North Quincy, MA 
The Rev. Patti Pomerantz, Portland, MI 
Rev. Lois M. Powell, Cleveland, OH 
Rabbi Sally Priesand, Ocean Township, NJ 
Rev. Carolyn D. Pruitt, Bridgeville, DE 
Rev. NaDine Rawls, Washington, DC 
Rev. Dr. George F. Regas, Pasadena, CA 
Rev. Robert H. Rfemandez, San Francisco, CA 
The Rev. Paul G. Rider, Mankato, MN 
The Rev. Meg A. Riley, Boston, MA 
Rev. James H. Ritchie, Monroeville, PA 
Rev. Deneen Robinson, Dallas, TX 
Rev. Edmund Robinson, Staten Island, NY 
The Rev. Deacon Sandy Roegner, Caldwell, TX 
The Rev. Christopher N. Ross, South Boston, MA 
Rabbi Dennis S. Ross, Worcester, MA 
Rabbi Donald B. Rossoff, Morristown, NJ 
Rev. Dr. Nori J. Rost, Colorado Springs, CO 
Pastor Chip Roush, Traverse City, MI 
The Rev. Victoria Safford, Mahtomedi, MN 
Rev. Barbara S. Sagat, Fairfield, ME 
Rabbi Mama Sapowitz, Olympia, WA 
Rabbi Chaim L. Schneider, Santa Cruz, CA 
Rabbi Joel R. Schwartzman, Morrison, CO 
Rev .Dr. Charles A. Seiner, Morongo Valley, CA 
The Rev. Karen H. Senecal, Brooklyn, NY 
Rev. Andrew J. Shelton, Novato, CA 
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Rev. Karen Snyder, New Bern, NC 

Rev. Kenneth T. South, Silver Spring, MD 

The Rev. Dr. Ronald A. Sparks, California City, CA 

Rabbi Scott Sperling, Washington, DC 

Rev. Dr. Lloyd Steffen, Bethlehem, PA 

The Rev. Robert E. Stiefel, Durham, NH 

The Rev. B.J. Stiles, San Francisco, CA 

Rev. Jerome A. Stone, Riverside, IL 

Pastor Dr. Kent Stone, Topeka, KS 

Rev. Krishna Stone, New York, NY 

Rev. Lynn Strauss, Rockville, MD 

Rev. Susan M. Strouse, San Francisco, CA 

Rev. Tyronne P. Sweeting, Roanoke, VA 

The Rev. Jane E. Thickstun, Midland, Ml 

Rev. Ed. Thompson, Westport, CT 

Rev. Gerald L. Thompson, Silver City, NM 

Rev. Dr. Carol A. Trissel, St. Louis, MO 

Rev. Margaret True, Armandale, VA 

The Rev. Dr. A. Dale Truscott, Orlando, FL 

Rev. Archene A. Turner, Bethesda, MD 

Rev. Paul M. Turner, Decatur, GA 

Rev. Marion Visel, Hamden, CT 

Rev. Dr. Alida Ward, Fairfield, CT 

Pastor Avena Ward, Chicago, IL 

Rev. Mark Ward, Asheville, NC 

Rev. Durrell Watkins, Ft. Lauderdale, FL 

Rev. Pamela J. Webb, Dallas, TX 

Rabbi Donald A. Weber, Montmouth, NJ 

Rabbi Jay E. Weinstein, Syosset, NY 

Rev. Dave Weissbard, Chicago, IL 

Rev. Dr. Petra Weldes, Dallas, TX 

Rev. Ned Wight, Washington, NY 

Rev. Nathan Wright, Rensselaer, NY 

Rev. Carole Yorke, Stuart, FL 

The Rev. Dr. Karen-Marie Yust, Richmond, VA 

Rabbi Lina Zerbarini, New Haven, CT 

Rev. Wendy V. Zirpolo, Marblehead, MA 



604 


JOUBNAl.Or 

ADOLESCENT 

HEALTH 


ELSEVIER 


louraal of Addesccrt Health 38 {2006) 0-87 


Position paper 

Abstinence-only education policies and programs: A position paper of 
the Society for Adolescent Medicine 


Siimiiiary 

Abi^inoice from sexi^i intercourse re^esents a healthy 
choice fOT teenagers, as teenageni face c<Mtsiderable risk to 
their r^sroductive health from unintended pregnancy and 
sexually teansmitted infecticHis (STIs) including infection 
with the human immunodteficiaicy virus (HIV). Remaining 
abstinent, at least through high school, is strongly supported 
by patents and evwi by adolescents themselves. However, 
few Americans temaio abstinent until marri^e, many do 
not or cannot marry, and most initiate sexual intercourse and 
other sexual behaviors as adolescents. Abstinence as a be- 
havioral goal is nt^ die same as abstinence-only education 
programs. Abstinence from sexual intercourse, while theo- 
tetically felly protective, often fails to protect against preg- 
nant and disease in »:tua] practice because abstinence is 
not maintained. 

Ibioviding “abstinence only” w “abstinence until mar- 
riage” messages as a sole option for te^agers is flawed 
frrmii scientific and medical ethics viewpoints. Efforts to 
promote abstinence should be based on smind science. Al- 
though federal support of abstinence-only programs has 
grown rapidly since 1996, the evaluations of such programs 
find little evidence of efficacy in delaying initiation of 
sexual intercourse. Conversely, efforts to promote absti- 
nence, when offered as part of comprehensive reproductive 
health promotion programs that provide information about 
contraceirtive optitms and protection from STIs have suc- 
cessfully delay^ initiation of sexual intercourse. M<»eover, 
alwtinence-only programs are ethically problematic, being 
inherently coercive and often providing misinformation and 
withholding mformatimi needed to make informed choices. 
In many communities, abstinence-only education (AOE) 
has been repl^ng comprehensi'te sexuality education. In 
some communities, AOE has become the basis for suppres- 
sion of free speech in schools. Abslinencc-only educaticm 
programs provide incomplete and/or misleading informa- 
tion about contraceptives, or none at all, and are often 
insensitive to sexually active teenagers. Federally ftmded 
abstinence-until-marriage programs discriminate against, 
gay, lesbian, bisexual, traosgender and questioning youth. 


as federal law limite the definition of marriage to hetero- 
sexual couples. 

Schools and health care providers should encourage ab- 
stinence as an iiiq^ortant option for teenagers. “Al»tinence- 
only” as a basts for health policy and {u-ograms ^uid be 
abandoned. 

Background 

Abstinence from sexual intercCHirse is an important be- 
havioral strategy for preventing STIs and unwanted preg- 
nancy among adolescents and adults. Sexually active teen- 
agers face considerable risk to their reproductive health 
from unintended pregnancy and STIs including infection 
with HIV. Althou^ health professionals often are primly 
concerned with the potentially serious ctmsequences of ad- 
olescent sexual behavior, we also recogniae that sexuality is 
integral to human nature and has many positive mental 
health consequences. 

Abstinence, as the term is used by program planners and 
policymakers, is often not clearly defined in behavioral 
terms, nor is the term used consistently. Abstinence may be 
defined m behavioral terms, such as “postponing sex” or 
“never had vaginal sex,” or refraining from further sexual 
intercourse if sexually experienced. Programmatically, ab- 
stinence is also frequently defined in moral terms, using 
language such as “chaste” or “virgin,” and framing ab^- 
nence as an attitude or a commitment in addition to a 
behavior {!}. Federal regulations for state abstinence edu- 
cation fending adopt a mwal definition of abstine!ax^, re- 
quiring that abstinence education ‘leaches that a mutually 
faithful monogamous relationship in the context of marri^e 
is the expected standard of human sexual activity” [2]. 

Although abstinence until marriage is the goal of many 
abstinence policies and programs, few Ammeans wait until 
marriage to initiate sexual intercourse. Recent data indicate 
that the median age at first intercourse for women was 17.4 
years, whereas the median age at first marriage was 25.3 
years 13,4]. For men, the corresponding median age at first 
intercourse was 17.7 years, whereas the age at first marriage 
was 27.1 years [3,4]. 


I054-l39XA)6/$- see fnHit inalter© 2006 Society for Adolescent Medicine. AH rights reserved, 
doi: 1 0. } 03 6/j.jadriieaJlh2005. 06.002 
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Although advocates of abstinence-only government pol- 
icy have sug^sted that psychological harm is a conse- 
quence of sexual behavior during adolescence, there are no 
scientific data suggesting that consensual sex between ado- 
lescents is bannfiil. Mental health {H^oblems are associated 
with early sexual activity, but these studies suggest that 
sexual activity is a consequence not a cause of these mental 
health problems [5-8]. We know little about how the deci- 
sion to remain abstinent until marriage may promote per- 
sonal resilience or sexual ftmctitMt/dysfimction in adult- 
hood. 

C^inion polls suggest considerable support for absti- 
ntmce as a public health goal, but also indicate strong 
support for education about contraception and for access to 
contraception for sexually active teenagers [9]. Most teens 
(94%) and adults (91%) think it is somewhat or very im- 
portant for society to give teens a strong message that they 
should not have sex until they are at least out of high school 
[9]. However, most adults (75%) and teens (81%) want 
young people to receive more information about both ab- 
stinence and contraception [9]. 

Current federal pdicy and programs 

The federal government has greatly expanded support for 
abstinence-only programs since 1996. This support includes 
funding to states provided under Section 510 of the Social 
Security Act. originally enacted in 1996, and under 
Community-Based Abstinence Education projects, funded 
through the Special Projects of Regional and National Sig- 
nificance (SPRANS) program established in 2000. These 
programs focus cm a restricted vision of abstinence promo- 
tion and prohibit disseminating information on contracep- 
tive services, sexual orientation and gender identity, and 
other aspects of human sexuality [10]. Federal funding 
language promotes a specific moral viewpoint, not a public 
health approach. These federal programs present question- 
able and inaccurate opinions as fact, and specifically pro- 
hibit information about heaitiiy alternatives to abstinence 
such as condom and other contraceptive use. 

Section 510 programs must have as their “exclusive 
purpose” the promotion of abstinence outside of marriage 
for people of any age and may not in any way advocate 
contraceptive use or discuss contraceptive methods except 
to emphasize their failure rates [10]. Section 510 provides 
an eight-point definition of abstinence-only education. Un- 
der Section 510, abstinence education is defined as an ed- 
ucational or motivational program which: 

1. has as iis exclusive purpose, teaching the social, 
psychological, and health gains to be realized by 
abstaining from sexual activity; 

2. teaches abstinence from sexual activity outside mar- 
riage as the expected standard for all school-age 
children; 


3. teaches that abstinence from sexual activi^ is the 
only certain way to avoid out-of-wedlock pregnwey, 
sexually transmitted diseases, and other asscxriated 
health problems; 

4. teaches that a mutually faithful memogamous relation- 
ship in the coiit^t of marriage is the expected stan- 
dard of human sexual activity; 

5. teaches that sexual activity outside of the context of 
marriage is likely to have harmful psychological and 
physical ejects; 

6. teaches that bearing children out-of-wedlock is likely 
to have harmful consequences for the child, the 
child's parents, and society; 

7. teaches young people how to reject sexual ^vances 
and how alcohol and drug use increases vulnerability 
to sexual advances; and 

8. teaches the importance of attaining self-sufficiency 
before engaging in sexual activity. 

The initial implementation of Section 510 has allowed 
funded programs to emphasize different aspects of these 
eight points as long as the program did not contradict any of 
them. The intent of the SF^ANS program has been more 
rigid: to create “authentic” abstinence-only programs, in 
response to concerns that states were using funds for “soft” 
activities such as media campaigns instead of direct class- 
room instruction and were targeting younger adolescents. 
Programs funded under SPRANS must teach all eight com- 
ponents of the federal definition, they must taiget 12-18- 
year-olds, and. except in limited circumstances, they cannot 
provide young people they serve with information about 
contraception or safer-sex practices, even with their own 
nonfederal funds. Funding for this program also bypasses 
the 510 program's state approval processes and makes 
grants directly to community-based organizations, including 
faith-based organizations. Virtually all the growth in fund- 
ing since FY2(X)] has come in the SPRANS program. 

Evaluations of abstinoice-only education and 
comprehensive sexuality education programs 
in promoting abstinence 

To demonstrate efficacy, evaluations of specific absti- 
nence promotion programs must address a variety of meth- 
odological issues including clear definitions of abstinence, 
appropriate research design, measurement issues including 
social desirability bias, the use of behavioral changes and 
no! just attitudes as outcomes, and biological outcomes such 
as STIs 1 11]. Two recent reviews [12,13] have evaluattti the 
evidence supporting abstinence-only programs and compre- 
hensive sexuality education programs designed to promote 
abstinence. Neither review found scientific evidence that 
abstinence-only programs demonstrate efficacy in delaying 
initiation of sexual intercourse. Likewise, research on ado- 
lescents taking virginity pledges suggest that failure rales 
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for the pledge are very high, especially wheat biological 
out(x>m^ such as STIs are considered f}4]. Although it has 
been suggest^ that abstinence-emly education is 100% ef- 
fective, these studies suggest that, in actual practice, effi- 
cacy may approach zero. 

A recent Congressional committee report [15} found 
evidence of maj<M^ mors and distortions of public health 
information in common abstinence-only curricula. Eleven 
of the 13 curricula contained false, misleading, or distorted 
information about reproductive health, including inaccurate 
inf<»inati(m about contraceptive effectiveness and risks of 
Abortion. Hie report found that sevmtl of the curricula 
handle stmKitypes about girls and boys as scientific fact 
(e.g., pcKtraying girls as weak or dependent or men as 
sexually aggressive and lacking emotional depth) or blur 
religious and scientific viewpoints. 

A rigorous national evaluation of abstinence-only edu- 
cation is currently being conducted with support from the 
I>epaitment of Health and Human Service’s Office of the 
Assistant Secretary fr^ Planning and Evaluation [16}. 

Adverse impact of abstinence-only policies on sexuality 
educatimi and other public programs 

Although health professionals have broadly supported 
comprehensive sexuality education [17-20], increasingly 
abstinence-only ethicaUon ts.replacing more comprehensive 
forms of sex education In the nation’s schools. Recent 
r^orts de«:ribe teachers and students being censured for 
responding to questions or discussing sexuality topics that 
are not aii^roved by the school administrators [21]. Data 
from the School Health Policies and Programs Study in 
2000 found that 92% of middle and junior high schools and 
96% of high schools taught abstinence as the best way to 
avoid pregnancy, HIV, and STIs; only 21% of middle 
schools and 55% of high schools taught how to correctly use 
a condom [22}. Between 1988 and 1999, there was a sharp 
decline in the percentage of teachers who supported teach- 
ing about birth control, abortion, and sexual orientation and 
in the percentages who actually taught these subjects [23]. 
In 19^, 23% of secondary school sexuality education 
teachers taught abstinence as the only way to prevent preg- 
nancy and STIs, ccHnpared with only 2% who had done so 
in 1988. In 1999, cme-quarter of sex education teachers said 
they were prohibited from teaching about contraception. 
Similar declines in school-based sexuality education are 
reimrted by teens [3J. In 2002, about onc-ihird of teens 
15-19-ycar-olds reported not having received any formal 
instruction about methods of binh control before turning 18. 

Likewise, federal funding requirements in the Title X 
program and for HIV/AIDS prevention programs have in- 
creasingly focused on abstinence promotion [24], Such re- 
quirements have redirected efforts from other imptwtant 
objectives. 

Abstinence-only policies by the U.S. government have 
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also influenced global HTV prevention efforts. The Presi- 
dent’s Emergency Plan for AIDS Relief (PEPFAR), focus- 
ing on 15 HIV-afflicted countries in sub-Saharan Africa, the 
Caribbean and Asia, requires granges to devote at least 33% 
of prevention spending to abstinence-until-marriage |M'o- 
grams. Tht U.S. govemmoit policy has become a source for 
misinfoimation and censorship irt these countries and also 
may have reduced condenn availability and access to accu- 
rate HIV/AIDS information [25], 

Abstinence-only sex education and sexually active 
and GLBTQ youth 

Programs geared to adolescents who have not yet en- 
gaged in coitus systematically ignore sexually experienced 
adolescents, a group with different reproductive health 
needs who likely require a different approach to abstinence 
education [26]. Sexually experienced teras need access to 
complete and accurate information about ccmtraception, le- 
gal rights to health care, and ways to access reproductive 
health services, none of which are provided in atetinence- 
only programs. 

Likewise, federally funded abstinence-until-mairiage 
programs discriminate against gay, lesbian, bisexual, trans- 
gender and questioning (GLBTQ) youth because federal 
law limits the deflnition of marriage to heterosexual cou- 
ples. Approximately 2.5% of high school youth seif-identify 
as gay, lesbian or bisexual [27] and as many as one in 10 
teenagers struggle with issues regarding sexual orientation 
[28]. GLBTQ adolescents often are fearful of rejection or 
discrimination due to their orientation; they are frequently 
subjected to harassment, discrimination, and violence. Ho- 
mophobia may contribute to health problems such as sui- 
cide, feelings of isolation and loneliness, HIV infection, 
substance abuse and violence among GLBTQ youth [29]. 
Abstinence-only sex education classes are unlikely to meet 
the health needs of GLBTQ youth, as they largely ignore 
issues surrounding homosexuality (except when discussing 
transmission of HIV/AJDS), and ofren stigmatize homosex- 
uality as deviant and unnatural behavior [30]. 

The human right to sexual health information 

Although abstinence is often {^seated as the moral 
choice for teenagers, the current federal approach to 
abstinence-only funding raises serious ethical and human 
rights concerns. Abstinence-only educatitm policies have 
implications at a public and individual level. Access to 
complete and accurate HIV/AIDS and sexual health infor- 
mation is a basic human right and is essential to realizing 
the human right to the highest attainable standard of health. 
Governments have an obligation to provide accurate infor- 
matimi to their citizens and eschew the provision of misin- 
formation; such obligations extend to st^e-supported health 
education and health care services [3iJ. These legal guar- 
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antees are found in a number of international treaties, which 
provide that all peofde have the right to “seek, receive and 
impart infonnation and ideas of all kinds/’ including Infor- 
mation about their health [32-34]. Access to accurate health 
information is a basic human right that has aiso been de- 
scribed in international statements on re^ductive rights 
such as the Programme of Action of the International Con- 
ference on Population and Development — CainD, 1994 [35]. 
These international treaties and statements clearly define the 
important lesponsibiliQ' of governments to provide accurate 
and complete information on sexual health to their citi2eDS. 


Ethical obligations of health care providers and health 
educators 

Health care providers and health educators have ethical 
obligations to provide accurate health information. P^ents 
and students have rights to accurate and complete infonna- 
tion from health professionals. Health care providers may 
no! withhold infonnation from a patient in order to influence 
their health care choices. It is unethical to provide misin- 
formation or withhold information about sexual health that 
teens need in order to iMt>tect themselves from STIs and 
unintended pregnancy. Withholding infonnation on contra- 
ception to influence adolescents to become abstinent is 
inherently coercive and may cause teenagers to use ineffec- 
tive (or no) protection against pregnancy and STIs. Cunent 
federal abstinence-only legislation is ethically ;Mt>blematic, 
as it excludes accurate information about cmitraception, 
misinforms by overemphasizing or misstating the risks of 
contraception, and fails to require the use of scientiflcally 
accurate infonnation while promoting approaches of ques- 
tionable value. Additionally, “abstinence until mairiage'* 
curricula are commonly provided to those teens who are 
already sexually experienced and to GLBTQ youth, ignor- 
ing their pressing needs for accurate infonnation to protect 
their health. Ibese ethical obligations to provide complete 
and accurate information also are the basis for the strong 
support among medical professionals for comprehensive 
sexuality education in schools [17—19] and recent state 
legislative attempts to require that these sexuality education 
programs provide medic^ly accurate information {e.g.. Cal. 
Education Code § 51933). 


Positions of the Society for Adolescent Medicine 
(SAM) 

• Abstinence is a healthy choice for adolescents. The 
choice for abstinence should not be coerced. SAM 
supports a comprehensive approach to sexual risk re- 
duction including abstinence as well as correct and 
consistent use of condoms and contraception among 
teens who choose to be sexually active. 


• Efforts to promote abstinence should be provided 
Within health ^cation |»ograms that provide adoles- 
cents with complete and accurate information about 
sexual health, including information about concepts of 
healthy sexuality, sexual orientation and tolerance, 
persona! responsibility, risks of HIV and other STIs 
and unwanted pregnancy, access to reproductive 
health care, and benefits and risks of condoms and 
other contraceptive methods. 

• Individualized counseling about abstinence and sexual 
risk reduction axe import! components of clinical 
care for teenag^s. 

• Healfit educators and clinicians caring for adolescents 
should promote social wd cultural sensitivity to sex- 
ually active youth and gay, lesbian, bisexual, trans- 
gendered and questioning youth. Health education 
curricula should also reflect such sensitivity. 

• Governments and schools shcmld eliminate censorship 
of infonnation related to human sexual health. 

• Government policy rogarding sexual and leproductive 
health education should be science-based. Govemntents 
should increase support for evaluation of programs to 
promote abstinence and reduce sexual risk, including 
school-based interventions, media effc^s and clinic- 
based interventions. Such evaluations ^uld utili»! rig- 
orous research methods and should assess the behavioral 
impact as well as SUs and pregnancy outcomes. The 
results of such evaluations ^Kmld be made available te 
the public in an expeditious manner. 

• Current U.S. federal law and guidelines regarding absti- 
nence-only funding are ethically flawed ai^ interfere 
with fundamental human rights. Current federal funding 
requirements as outlined in Subsections A-H of Section 
510 of the Social Security Act should be repealed. Cur- 
rent funding for abstinence-only programs should be 
replaced with funding for programs that offer compae- 
hensive, medically accurate s^cuality education. 


Endorsement 

This position paper has been endorsed by the American 
College Health Association. 


Prepared by: 

John SantelH, M.D.. M.P.H. 
Heilbrunn Department of Population & Family Health 
Mailman School of Public Health 
Columbia University 
New York, New York 


Mary A. Ott, M.D. 
Section of Adolescent Medicine 
Department of Pediatrics 
Indiana University School of Medicine 
Indianapolis, Indiana 



608 


Position paper / Journtd of Adolescat: Heoith 38 (2006) 83-87 87 


Maiireen Lyon, PhD. 
Division of Adolescent and Young Aduil Medicine 
Children's National Medical Center 
and Department of Pediatrics 
George Washington University Medical Center 
Washington, D.C, 
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April 21, 2008 

Dear Committee on Oversight and Government Reform: 

We are the teen editors of Sex, Etc., a national magazine and Web site, written by teens 
for teens on sexuality and sexual health. As teen advocates of comprehensive sexuality 
education, we are glad the committee is reviewing federal funding for abstinence-only- 
until-marriage programs. 

We know that abstinence is the most effective way to prevent pregnancy and the 
spread of sexuaily transmitted diseases (STDs), and we think it's an important part of 
sexuality education. But by focusing oniy on abstinence, the failure rates of condoms 
and not offering accurate information to teens, abstinence-oniy-until-marriage 
programs leave teens in the dark. 

Nearly half of all 15-to 19-year-olds have had sex, according to the Guttmacher 
institute. At Sexetc.org, we hear from many of these teens who don’t have medically- 
accurate, unbiased information about birth controi and protecting themselves from 
STDs. We get questions and comments from teen that range from “Can drinking 
Mountain Dew prevent pregnancy?” to “My boyfriend says I won’t get pregnant if he 
only puts it in 95 percent.” And sadly, most teens who write in to ask questions of our 
aduit experts are only worried about pregnancy and not STDs, which might be one 
reason why an estimated one In four girls has an STD, according to the Centers for 
Disease Control and Prevention. 

Teens— whether they’re choosing to have sex or not— deserve accurate information 
about their bodies, birth control, pregnancy, sexually transmitted diseases and making 
decisions about sex. Sexuality is a natural and normal part of being human. And we 
know that the more information teens are given the more likely they are to choose to 
wait to have sex until they are ready to take responsibility for their sexual health. 

This hearing is an important initial step in improving sexual health programs for teens. 
And we hope Congress chooses to fund comprehensive sexuality education that 
supports teens like us in making healthy decisions. 

Sincerely, 

The Editors of Sex Etc. 


answer 


Rutgers 
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April 21, 2008 


Honorable Henry A. Waxman, Chair 
Committee on Oversight and Government Reform 
U.S. House of Representatives 

Re: Abstinence-Only-Until-Marriage Programs 
Statement for the record for April 23, 2008 hearing 

Dear Chairman Waxman and members of the committee. 


The Sargent Shriver National Center on Poverty Law is a national law and policy center 
that takes action to end poverty through policy development, communications and impact 
litigation. We are a multi-issue organization with expertise in a broad range of issues that 
affect low-income people of all ages, including health and education. We are writing to 
support the attached statement of the National Coalition to Supjtort Sexuality Education 
(NCSSE) on the need for comprehensive sexuality education and to end federal funding 
of abstinence-only-unti 1-marriage programs. 

If you have any questions or concerns do not hesitate to contact me at 312-263-3830 ext. 
238 or wendvDollackfalpovettvlaw.org . Thank you for your consideration. 


Wendy Pollack 

Director, Women’s Law & Policy Project 
Sargent Shriver National Center on Poverty Law 
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Statement of the National Coalition to Support Sexuality Education (NCSSE) on the 
Public Health and Ethical Concerns with Abstinence-Only-Until-Marriage Programs and 
the Need for Comprehensive Sexuality Education Committee on Oversight and 
Government Reform Submitted for the Record April 23, 2008 

The National Coalition to Support Sexuality Education (NCSSE) is a coalition of over 
155 leading national organizations that support age-appropriate, medically accurate 
sexuality education for all children and youth in the United States. Members of NCSSE 
represent a broad constituency of education advocates and professionals, health care 
professionals, religious leaders, child and health advocates, and policy organizations. 

As organizations concerned about the health and education of our nation's young people, 
the undersigned organizations of NCSSE wish to share with the Committee our public 
health and ethical concerns regarding abstinence-only-until-marriage programs and urge 
you to provide the necessary oversight to bring an end to federal funding for these 
ineffective programs. 

There is a true need for evidence-based, comprehensive sexuality education that meets 
the needs of all youth, and fully informs them about such topics as abstinence and 
contraception, among a variety of other topics. We are committed to using sound 
scientific evidence and promoting the health and welfare of our nation's youth and we 
wish to express our profound concern with the continuation of any funding for 
abstinence-only-until-marriage programs. 

Scientific evidence does not support abstinence-only-until-marriage programs. These 
programs have been funded by the federal government for over 25 years even though no 
study in a professional peer-reviewed journal has found them to be broadly effective. 
Most recently, a federally funded study of abstinence-only-until-marriage programs was 
conducted by Mathematica Policy Research Inc. on behalf of the U.S. Department of 
Health and Human Services. Released in April 2007, the study found no evidence that 
abstinence-only-until-marriage programs have achieved their goal to increase rates of 
sexual abstinence— the entire supposed purpose of the programs. This report followed the 
findings from 1 3 states that have evaluated their own 

Title V abstinence-only-until-marriage programs with results ranging from finding the 
programs ineffective to finding them to be harmful. 

Furthermore, in early November 2007, the National Campaign to Prevent Teen and 
Unplanned Pregnancy released Emerging Answers 2007, a report authored by Dr. 
Douglas Kirby, a leading sexual health researcher, which discussed what programs work 
in preventing teen pregnancy and sexually transmitted diseases, including HIV. The 
report found strong evidence that abstinence-only-until-marriage programs do not have 
any impact on teen sexual behavior. 

Furthermore, a report released by the non-partisan Government Accountability Office 
(GAO) in November 2006 added additional evidence to the already significant body of 
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knowledge that abstinence-only-until-marriage programs are providing very little 
oversight and have few mechanisms in place to measure the effectiveness of the 
programs. 

These programs are not supported by any of the leading national or international public 
health and medical organizations. Every major medical and public health organization, 
many of whom are NCSSE members, supports a comprehensive approach to sexuality 
education. These include the American Academy of Pediatrics, the American Medical 
Association, the American Nurses Association, the American Public Health Association, 
the Institute of Medicine, the National Institutes of Health, and the Society for 
Adolescent Medicine, among others. Several, including the American Public Health 
Association, the Institute of Medicine, and the Society for Adolescent Medicine, have 
gone so far as to call for the repeal of current abstinence-only-until-marriage programs 
and funding. 

In addition, on November 21, 2007, ten public-health researchers sent a letter to House 
Speaker Nancy Pelosi and Senate Majority Leader Harry Reid urging Congress to reduce 
or eliminate federal support for abstinence-only-until-marriage programs, in part because 
the programs have "multiple scientific and ethical errors." We strongly support the 
researchers' conclusion that abstinence-only-until-marriage programs withhold 
“potentially life-saving information" about birth control and ignore the health needs of 
lesbian, gay, bisexual, and transgender (LGBT) youth. The letter focused on the large 
body of evidence showing that abstinence-only-until-marriage programs are ineffective in 
getting young people to delay sexual initiation, noting that, "Recent reports in 
professional publications by the authors of this letter have highlighted multiple 
deficiencies in federal abstinence-only programs." 

America's youth deserve real solutions that will help delay the onset of sexual activity 
and prevent unintended pregnancies and sexually transmitted diseases, including 
HIV/AIDS. Abstinence-only-until-marriage programs are not the answer. We ask 
Congress to end abstinence-only-until-marriage programs and to act in the best interest of 
young people by supporting public health and education policies that are comprehensive, 
rooted in the best science, and reflect mainstream values. 



613 


C^SI ECUS 


Sexuality Information and Education 
Council of the United States 


90 John Street, Suite 704. New York, NY 10038 1 2128199770 12128199776 i 1706 R Street NW. Washington. DC 20009 1202 2652405 f202 4622340 siwvs.et^ 


Statement of Sexuality Infonnation and Education Council of the United States (SIECUS) 
on the Public Health and Ethical Concerns regarding Abstinence-Only-Until-Marriage 
Programs and the Need for Comprehensive Sexuality Education 

Committee on Oversight and Government Reform 
Submitted for the Record 
April 23, 2008 

SIECUS, the Sexuality Information and Education Council of the United Stetes, has served as a 
strong national voice for sexuaUty education, sexual health, and sexual rights for over 40 years. 
SIECUS affirms that sexuality is a fundamental part of being human, one that is worthy of dignity 
and respect. We advocate for the tight of all people to accurate information, comprehensive 
education about sexuality, and sexual health services. SIECUS works to create a world that ensures 
social justice and sexual rights. 

As an or^nization concerned about the health and education of our nation’s young people, we wish 
to inform you of our public health and ethical concerns regarding absdnence-only-until-marriage 
programs and urge you to provide the necessary oversight so as to bring an end to federal funding 
for these ineffective programs. SIECUS is pleased widi the Committee’s decision to hold this 
critically important hearing. Abstinence-only-unril-marriage programs have been sold as public 
health and social welfare programs; however, these programs have used billions of federal taxpayer 
dollars to push a narrow, conservative agenda above all else — above public health, medical opinion, 
scientific evidence, and basic human rights. This policy has been promoted above what the evidence 
tells us is the most effective way to help people make healthy life decisions in the long term and 
ensure that they live full and productive Eves. There is a true need for evidence-based 
comprehensive sexuaEty education that meets the needs of all youth and fully informs them about 
abstinence and contraception, among a variety of other topics. We are committed to sound science 
and the health and welfare of our nation’s youth and we wish to express our profound concern with 
the continuation of any funding for abstinence-only-until-marriage programs. 

Scientific evidence does not support abstinence-only-until-marriage programs. These programs have 
been fiinded by the federal government for over 25 years and yet, no study in a professional peer- 
reviewed journal has found them to be broadly effective. Most recently, a federally funded study of 
abstinence-only-until-marriage programs was conducted by Mathematica PoEcy Research Inc. orl 
behalf of the U.S. Department of Health and Human Services. Released in April 2007, the study 
found no evidence that abstinence-only-until-marriage programs have achieved their goal of 
increasing rates of sexual abstinence — the entire supposed purpose of the programs. Students in the 
abstinence-only-until-marriage programs had a simUat age of first sex and similar numbers of sexual 
partners as their peers who were not in the programs. In addition, the average age of sexual debut 
was the same for the abstinence-only-until-marriage participants and those in the control groups (14 
years, 9 months).^ 
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This report followed on the findings from 13 states that have evaluated their own Tide V 
abstinence-only-undl-marriage programs with results ranging from finding the programs ineffective 
to finding them harmful. For example, the 2004 evaluation completed in President Bush’s home- 
state of Texas included five self-selected “abstinence education” contractors who participated in a 
study conducted by researchers at Texas A&M University. Analysis found that there were 
significant changed in the percentages of students who “pledg[ed] not to have sex until marriage.”^ In 
addition, the analysis revealed that the percentage of students reporting having ever engaged in 
sexual intercourse increased for nearly all ages between 13 and 17. One of the study’s investigators 
said, “we didn’t see any strong indications these programs were having an impact in the direction 
desired. . .these programs seem to be much more concerned about politics than kids, and we need to 
get over that.”^ 

Furthermore, in early November 2007, the National Campaign to Prevent Teen and Unplanned 
Pregnancy released Emerging Answers 2007, a report authored by Dr. Douglas Kirby, a leading sexual 
health researcher, discussing what programs work in preventing teen pregnancy and sexually 
transmitted diseases, including HIV. The report looked at both abstinence-only-until-marriage 
programs and comprehensive sexuality education and found strong evidence that abstincnce-only- 
until-marriage programs do not have any impact on teen sexual behavior while finding that 
comprehensive sexuality education programs were effective.'* 

• The study found that no evidence to support the continued investment of public funds. 

“In sum, studies of abstinence programs have not produced sufficient evidence to justify 
their widespread dissemination. . .Only when strong evidence demonstrates that 
particular programs are effective should they be disseminated mote widely.” 

• The study also found that, to date, no abstinence-only-until-marriage program that is of the 
type eligible for funding by the federal government has been found in methodologically 
rigorous study to positively impact teen sexual behavior. 

“At present, there does not exist any strong evidence that any abstinence program delays 
the initiation of sex, hastens the return to abstinence, or reduces the number of sexual 
partners. In addition, there is strong evidence from multiple randomized trials 
demonstrating that some abstinence programs chosen for evaluation because they were 
believed to be promising actually had no impact on teen sexual behavior.” 

• In contrast, the study found that a substantial majority of the comprehensive sexuality 
education programs are effective. The positive effects found include delaying the initiation 
of sex, reducing the frequency of sex, reducing the number of sexual partners and increasing 
condom or contraceptive use. 

“Two-thirds of the 48 comprehensive programs that supported both abstinence and the 
use of condoms and contraceptives for sexually active teens had positive behavioral 
effects.” 

• In addition, comprehensive sexuality education programs were found to be well suited for 
widespread replication and dissemination. 

“When three [comprehensive] programs were replicated with fidelity in different 
locations throughout the United States, but in the same type of setting, the original 
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positive effects were confirmed. Thk is very encouraging and suggests that effective 
programs can remain effective when they ate implemented with fidelity by other people 
in other communities with similar groups of young people.” 

The study also found that, contrary to the statements of many advocates for abstinence-only-until- 
marriage programs, comprehensive sexuality education does not increase sexual activity nor does it 
provide a confusing or “mixed message” to adolescents.* In addition. Dr. Kirby found that the 
benefits of sexuality education extend to several areas of decision-making skills for adolescents:*^ 

“Virtually all of the comprehensive programs abo had a positive impact on one or more 
factors affecting behavior. In particular, they improved factors such as knowledge about 
risks and consequences of pregnancy and STD; values and attitudes about having sex and 
using condoms or contraception; perception of peer norms about sex and contraception; 
confidence in the ability to say ‘no* to unwanted sex, to insist on using condoms or 
contraception, or to actually use condoms or contraception; intention to avoid sex or use 
contraception; and communication with parents or other adults about these topics. In part 
by improving these factors, the programs changed behavior in desired directions.” 

A report released by the non-partisan Government Accountability Office (GAO) in November 2006 
confirms that there are few mechanisms in place to measure the effectiveness of abstinence-only- 
until-marriage programs and questions the oversight of these programs. The report documents the 
actions of the U.S. Department of Health and Human Services (HHS) and finds, in part, that: 

• The Administration for Children and Families (ACF), the division of HHS responsible for 
the vast majority of the programs, including Community-Based Abstinence Education 
grantees, does not review its grantees* materials for scientific accuracy and does not require 
grantees to review their own materials for scientific accuracy. 

• ACF has a total lack of appropriate and customary measurements to determine if fimded 
programs are actually working. ACF took over the administration of these programs in 2001 
and prompdy gutted evidence-based measures such as determining whether programs 
reduced teen pregnancy rates. In their place, ACF now only requires grantees to provide 
non-health based measures, such as how many young people were in the program and the 
number of hours the program operated. 

Furthermore, these programs are not supported by any of the leading public health and medical 
organization in this country or abroad. Every major medical and public health ojganization 
supports a comprehensive approach to sexuality education. These include the American Academy of 
Pediatrics, the American Medical Association, the American Nurses Association, the American 
Public Health Association, the Institute of Medicine, the National Institutes of Health, and the 
Society for Adolescent Medicine, among others. Several, including the American Public Health 
Association, the Institute of Medicine, and the Society for Adolescent Medicine, have gone so far as 
to call for the repeal of current abstinence-only-until-marriage programs and funding. 

In addition, on November 21, 2007, ten public-health researchers sent a letter to House Speaker 
Nancy Pelosi and Senate Majority Leader Harry Reid urging Congress to reduce or eliminate federal 
support for abstinence-only-until-marriage programs, in part because the programs have “multiple 
scientific and ethical erroi^.” We strongly support the researchers* conclusion that abstinence-only- 
until-marriage programs withhold “potentially life-saving information’* about birth control and 
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ignore the health needs of lesbian, bisexual, and transgender (LCBT) youth. The letter focused 

on the large body of evidence showing that abstinence-only-until-marriage programs are ineffective 
in getting young people to delay sexual initiation, noting that, “Recent reports in professional 
publications by the authors of this letter have highlighted multiple deficiencies in federal abstinence- 
only programs.” The researchers noted at the time that, . .we are surprised and dismayed that the 
Congress is proposing to extend and even increase funding for these programs.” They continued by 
concluding that “We strongly urge the U.S. Congmss to reconsider federal support for abstinence- 
only education programs and policies.” 

It is noteworthy that 17 states have declined participation in the federal Title V abstinence-only- 
until-marriage program. Acting on principle and in the best interest of their youth, many of these 
governors have rebuffed a source of much needed revenue because they concluded that tliese 
unduly restrictive and ideologically driven programs were, at a minimum, ineffective and, at worst, 
harmful. In states such as California, Maine, and New Jersey, it is essentially illegal to teach these 
programs in publicly funded schools. Of Arizona’s decision to no longer participate in the program, 
Governor Janet NapoUtano said that the state should not fund “and educational system that doesn’t 
educate.” John Auerbach, Massachusetts’s state commissioner of public health, stated, “We don’t 
believe that the science of public health is pointing in the direction of very specific and narrowly 
defined behavioral approaches like the one that is mandated by this funding.” Ned Calonge, Chief 
Medical Officer of the Colorado Department of Public Health and Environment, asked, “Why 
would we spend tax dollars on something that doesn’t work? That doesn’t make sense to me. 
Philosophically, I am opposed to spending government dollars on something that’s ineffective. 
That’s just irresponsible.” And, upon turning back his state’s Title V abstinence-only-until-marriage 
funding, Virginia’s Governor Tim Kaine noted, “Studies have shown that. . .comprehensive sex 
education programs have been successful in delaying initiation of sex and preventing teen 
pregnancy.” This chorus from the states is sending the message to policymakers in Washington to 
end the extremism of abstinence-only-until-marriage programs and help states fund real solutions to 
helping young people. 

We also have several ethical concerns with abstinence-only-undl-marriage programs. Federally 
funded abstinence-only-until-marriage programs must adhere to a strict eight-point definition^ and 
even stricter federal guidelines. Many aspects of the definition and guidelines are in direct opposition 
to the goals and tenets of a public health framework, which seeks to help young people navigate 
adolescence and become healthy adults. Though they are often presented to communities and 
school boards as programs designed to prevent pregnancy or sexually transmitted diseases (STDs), 
including HIV/AIDS, abstinence-only-until-marriage programs consistently ignore many youth who 
are most in need of information, education, and skills training and censor information vital to the 
health of all young people. 

Abstinence-only-until-marriage-programs do a serious disservice to young people as they provide 
medically inaccurate information and consistently disparage contraception, particularly condoms. 
This only serves to leave youth woefuUy unprepared when they do become sexually active and to set 
back the public health gains the United States has made thus far. In December of 2004, now- 
Chairman of the Oversight and Government Reform Committee, Representative Henry Waxman 
released a report documenting serious problems with abstinence-only-until-marriage curricula used 
in Community-Based Abstinence Education-funded programs. The report reveals an utter disregard 
for basic public health data that resulted in gross medical inaccuracies being taught to youth. For 
example, several curricula repeatedly reference a discredited study on condom effectiveness that said 
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condoms fail approximately 30% of the time. Others told young people that HIV could be 
transmitted through tears and sweat. 

As it has been interpreted by Congress, the federal definition of “abstinence education” prohibits 
federally funded programs from discussing the effectiveness of condoms and contraception in 
preventing unintended pregnancy and disease transmission. Because the first element requires that 
federally funded abstmence-only-until-marriage programs have as their “exclusive purpose” 
promoting abstinence outside of marriage, programs may not in any way advocate contraceptive use 
or discuss contraceptive methods except to emphasi 2 e their failure rates. Some programs actually 
discourage the use of contraception, especially condoms, and many programs give teens medically 
inaccurate information about and exaggerated failure rates.* 

For example, Why JkNOu>^ one curriculum widely used in federally funded programs, provides 
d^torted information about condoms and their effectiveness. One of the lesson plans in the 
curriculum instmcts teachers to construct an eighteen-foot long Speedy the Sperm© out of what 
essentially amounts to a pillow and a piece of rope. Speedy is designed to be exactly 450 times the 
size of a penny, because “the HIV virus is 450 times smaller than a human sperm.” (Why kNOw, 8* 
grade and high school, p. 96) The teacher is told to stretch Speedy© out to his full length, then hold 
up a penny and ask the students: “If the condom has a failure rate of 14% in preventing Speed)r© 
from getting through to create a new life, what happens if this guy (the penny) gets through? You 
have a death: your own.” (Wfy kNOw, 8* grade and high school, p. 96) While the curriculum does 
not actually state that condoms may have holes large enough for the HIV vims to travel through, 
this is clearly the implication behind this activity. The suggestion that condoms have large holes is a 
myth that continues to be used in abstinence-only-until-marriage programs to discourage their use. 

WAIT (WfyApt I Tempted) Trainings another of the most widely used curricula in federally funded 
programs states: 

“[Students] need to know that, when used every time, condoms at best only provide a 50% 
reduction in the transmission rates of syphilis, gonorrhea and Chlamydia. They should be 
told that condoms do not appear to provide any protection from HPV, (which causes 99% 
of all cervical cancer).” {WAIT Trainings p. 21) 

‘While in ‘theory’ teen use of contraception every time sounds good, it isn’t realistic to 
expect. Thus, a condom is actually setting a teen up for failure when we realize, as adults, 
that condoms won’t be used ‘consistently and correcdy’ every single time.” (WATT Training, 
p. 36) 

In reality, according to the Centers for Disease Control and Prevention (CDC), latex condoms, 
when used consistently and correctly, are highly effective in preventing the transmission of HIV, the 
vims that causes AIDS. In addition, correct and consistent use of latex condoms can reduce the risk 
of other STDs, including gonorrhea. Chlamydia, trichomoniasis, genital herpes, syphilis, chancroid, 
and HPV.^ WAIT Training seems to suggest that it is acceptable to mischaracterize data on condom 
efficacy because teens are unable to use condoms consistently and correctly. The author seems to 
assume that if adolescents believe that condoms and other contraceptive methods are ineffective, 
they will abstain from sexual activity. These anecdotes from Why kNOu© and WATT Training are 
just a couple of the many egregious examples of federal funding being used to disparage condoms, 
discourage condom use when teens do become sexually active, and provide medically inaccurate 
information. 
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Abstinence is certainly a good choice for young people and is (he most effective way to prevent 
pregnancy and the transmission of STDs, including HIV/AIDS. However, it is unconscionable to 
deny young people information, provide raisinfonrmtion, and deliberately emphasize the failure rates 
of condoms and contraception. 

Abstinence-only-until-marriage programs are also discriminatory at their very core and further 
stigmatize many groups of young people who may already be in vulnerable positions, in particular 
lesbian, gay, bisexual, and transgender (LCBT) young people, the children of LGBT parents, youth 
who are growing up in “non-tradidonal” families, sexually abused youth, and HIV-positive young 
people. 

Through the continued funding of abstinence-only-until-marriage programs, the government’s 
message is clear — heterosexual marriage is the only appropriate adult relationship. The federal 
definition requites programs to teach that “a mutually faithful monogamous relationship in the 
context of marriage is the expected standard of human sexual activit 5 ^” In order to comply with the 
federal definition, abstinence-oniy-unfil-marriage programs must present one family structure as 
morally correct and beneficial to society. Programs go beyond prescribing marriage and suggest that 
only married people have happy, successful lives and raise happy, successful children. By declaring a 
two-parent, heterosexual marriage to be the singularly appropriate manner of raising children, the 
guidelines may alienate young people who have single, divorced, widowed, or gay and lesbian 
parents. 

Still, federally funded abstinence-only-until-marriage programs are required to promote heterosexual 
marriage — to teach young people that all unmarried individuals (both adults and youth) should, and 
actually do, remain celibate. This is unrealistic and dangerous in a time when the median age of first 
marriage is 27.1 for men and 25.3 for women’” and when there are more than 100 million American 
adults who are classified as single because they have either delayed marriage, decided to remain 
single, divorced, or entered into gay or lesbian partnerships." It is not reasonable to expect these 
adults to adhere to this “standard,” nor is it accurate to teach young people that this is reality. 

While it is true that unprotected sexual activity can lead to unintended pregnancies and STDs/HIV, 
and that some intimate relationships can be harmful for a variety of reasons, this is a possibility 
regardless of marital status. The reality, however, is that the majority of people have had sexual 
relationships outside of marriage and negative repercussions are far from inevitable. Today, most 
young people have sex for the first time at about age 17, but do not marry until their middle or late 
20s. This means that young adults are at risk of unintended pregnancy and STDs for nearly a decade, 
yet, abstinence-only-until-marriage programs refuse to provide them with the information they need 
to protect themselves. 

Moreover, by their very nature, abstinence-only-until-marriage programs exclude gay and lesbian 
youth who can not legaEy marry in this country.’^ These programs depend upon and enforce an 
intensely intolerant and destructive conception of sexual orientation. The overt biases they include, 
the assumptions they make, and the discussions they refuse to allow all send powerful and disturbing 
messages to young people of all sexual orientations. By promoting marriage, assuming 
heterosexuality, disparaging non-tradidonal families, and spreading fear, shame, and inaccurate 
information about sexual orientation, abstinence-only-until-marriage programs, assert that LGBT 
individuals and relationships are unhealthy and morally inferior. 
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Absdnence-oniy-until-tnarriage programs also do a disservice to those who are survivors of rape, 
sexual assault, or sexual abuse. Unfortunately, abstinence-only-until-marriage programs fail to 
provide this vulnerable group of teens with information or skills that could help them cope with the 
issues of sexual abuse. Instead, students are simply told that aE sexual activity outside of marriage is 
wrong and that individuals who engage in sexual activity before marriage face dire consequences 
such as the inability to bond emotionaUy with a partner. Such messages are likely to cause further 
feelings of hurt, shame, anger, and embarrassment in these already victimized young people. 

Abstinence-only-until-marriage programs often contain simEarly damaging messages about 
individuals who are HIV positive implying that they are at fault and that HIV is an automatic death 
sentence. These are not messages that any young person who is HIV positive, or who has an HIV- 
positive parent, should hear as they sit in class. Half of aU new HIV infections in the U.S. occur 
among young people yet abstinence-only-until-marriage programs leave this population vulnerable 
to a heightened risk of stigmatization. Moreover, by denying critical information these programs fad 
to meet the needs of HIV-positive young people who, thanks to advances in treatment, wiE one day 
go one to Eve long and fuE lives that include entering into intimate relationships and forming 
famihes. 

Organizations that support abstinence-only-until-marria^ programs portray sexuaUty education as a 
controversial issue. They go so far as to completely misrepresent polling data about American 
sentiment on this issue. For example, a 2007 message testing poE conducted by the respected 
Zogby polling firm has been consistently passed off as an actual opinion poE of the American 
pubEc. In fact, the survey was commissioned by the abstinence-only-until-marriage industry’s 
lobbying arm, the National Abstinence Education Association (NAEA), and the survey instrument 
was designed to test the outrageous positions of this organization. NAEA has used this survey to 
argue, among other things, that it shows parents support “abstinence education” over a more 
comprehensive approach by 2 to 1. After the continued misrepresentation of the poE by NAEA 
and other organizations with simEar agendas, advocates questioned Zogby about the poE. Fritz 
Wenzel, Director of Communications for Zogby, wrote that the “survey was a message testing 
survey commissioned by an interested party, not a benign issue poE to determine pubEc sentiment 
on the topic. We emphasize the fact that these surveys have Emited or no value for the purpose of 
news reports because they contain questions with pre-set premises that do not necessarEy match 
reaEty or the mindset of the general pubEc or the voting pubEc in America today.” Moreover, Mr. 
Wenzel indicated that the NAEA had been repeatedly informed of the real nature of the survey but 
that they and others continue to misrepresent the findings. 

In fact, it is abunckntly clear that comprehensive sexuaEty education is a mainstream American 
value. A vast majority of Americans support comprehensive sexuaEty education and beEeve young 
people should be given information about how to protect themselves from unintended pregnancies 
and sexuaEy transmitted diseases (STDs).'^ And, the American pubEc stands strongly in favor of an 
end to abstinence-oniy-until-marriage program funding. The overwhelming majority of Americans, 
including parents, want the federal government to fund programs that are medicaEy accurate, age 
appropriate, educate youth about both abstinence and contraception, and are based on evidence, not 
ideology. Abstinence-only-until-marriage programs simply do no fit the bEl. 

Recent polling confirms that a majority of adiEts, especiaUy parents, support a comprehensive 
approach to sexuaEty education— one that provides students with information about abstinence anii 
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contraception, including birth control and condoms. Seventy-eight percent of those polled favor 
allowing public schools to provide students with birdi control information, and nearly as many 
(76%) believe schools should teach teenagers to abstain from sex until marriage.^'^ Clearly, the 
general public does not see conflict in pursuing comprehensive sexuality education that addresses 
both abstinence and contraception. 

Broad support for comprehensive sexuality education also cuts across ideological and religious lines. 
A majority of voters in nearly every demographic category, including Democrats, Republicans, and 
independents, as well as Catholics and evangelical Christians, support comprehensive sex 
education.^^ Thirteen denominations have issued statements supporting comprehensive sexuality 
education in schools, including the Union for Reform Judaism, the United Church of Christ, the 
United Methodist Church, and the Church of the Brethren. In addition, more than 15 faith-based 
organizations are members of the National Coalition to Support Sexuality Education, including the 
American Jewish Congress, the Office of Family Ministries and Human Sexuality of the National 
Council of Churches of Christ, the Unitarian Universalist Association, and the Young Women’s 
Christian Association of the USA. Finally, almost nine in ten self-described Evangelical or born- 
again Christians support sexuality education being taught in schools. 

The vast majority of America’s parents, educators, and religious leaders agree that youth deserve real 
solutions that will help delay the onset of sexual activity and prevent unintended pregnancies and 
sexually transmitted diseases, including HIV/ AIDS. Abstinence-only-until-marriage programs are 
not the answer. We ask Congress to end abstinencc-only-until-marriage programs and to act in the 
best interest of young people by supporting public health and education policies that are 
comprehensive, rooted in the best science, and reflect mainstream values. 

In the Fiscal Year 2003 Budget Message of the President, President Bush said, “Where government 
programs are succeeding, their efforts should be reinforced. . .and when objective measures reveal 
that government programs are not succeeding, those programs should be reinvented, redirected, or 
retired.” We could not agree more with this sentiment. This means ending funding for abstinence- 
only-until-marriage programs now before any mote resources are wasted or before any additional 
young people are left poorly prepared or even harmed by ill-conceived policies that are failing our 
country. 


^ Christopher Ttenholm, et. al., “Impacts of Foxir Tide V, Section 510 Abstinence Education Programs: Final Report,” 
(Trenton, NJ: Mathematica Policy Research, Inc., April 2007), accessed 6 September 2007, <www.mathematica- 
mpr.com/pubIications/pdfs/impactabstinence.pdf>. 

2 Patricia Goodson, et al., Abstinence Education Evaluation Phase 5: Technical Report (CoUege Station, TX: Department of 
Health & Kinesiology-Texas A&M Universitj', 2004), 170-172. Emphasis included in original document. 

^ “Texas Teens Increased Sex After Abstinence Program,” Reuters, 2 February 2005, accessed 17 February 2005, 
<http;//news.yahoo.com/news?tmpl=story&u=/nm/20050131/hl_nm/health_abstinence_texas_dc>. 

^ Douglas Kirby, Emerging Answers 2007: Research Findings on Propams to Reduce Teen Pregnancy and Sexually Transmitted 
Diseases, (Washington, DC: The National Campaign to Prevent T een and Unplanned Pregnancy, 2007), p. 1 5, accessed 5 
February' 2007, <http://www.thenationalcampaign.org/EA2007/EA2(K)7_full.pdf>. 

Hbid. 

^ Ibid. 

7 Section 510(b) of Title V of the Social Security Act, P.L. 104-193 

For the purposes of this section, the term “abstinence education” means an educational or motivational program which: 

A. has as its exclusive purpose teaching the social, psychological, and health gains to be realized by abstaining 
from sexual activity; 

B. teaches abstinence from sexual activity outside marriage as die expected standard for al school-age children; 
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C. teaches that abstinence from sexual activity is die only certain way to avoid out-of-wedlock pregnancy, sexually 
transmitted diseases, and other associated health problons; 

D. teaches that a mutually faithhil monogamous mlationship in the context of marriage is the expected standard of 
sexual activity; 

E. teaches that sexual activity outside of the cont^t of matmge is lij^ely to have harmful psychological and 
physical effects; 

F. teaches that bearing children out-of-wedlock is likely to have harmful consequences for the child, the child’s 
parents, and society; 

G. teaches young people how to reject sexual advances and how alcohol and drug use increase vulnerability to 
sexual advances, and 

H. teaches the importance of attaining self-sufficiency before engaging in sexual activity. 

® The Content ofFedera^l^ Funded Abslinefice-Ottly Education Program House of Representatives Committee on 

Government Reform, December 1, 2004). 

^ Latex Condoms and Sexualfy Transmitted Diseases-Prmntion Messa^s, U.S. Centers for Disease Control and Prevention 
(CDC), (Atlanta, GA: CDC, 2001), p. 2; Rachel L. ’OWner, et al., “Condom Use and the Risk of Genital Human 
Papillomavirus Infection in Young Women,” NewEngland Journal of Medicine, 354.25 Qune 22, 2006): 2645-2654. 

Estimated Median Age at First Marria^, hgSex: 1890 to (Washington, DC: U.S. Census Bureau, released on the 

internet, 21 September 2006), accessed 21 April 2008, < http://www.census.gov/popuiation/socdemo/hh- 
fam/ms2.pdf>. 

’’ American Community Survey for 2006 (Washington, DC: U.S. Census Bureau), accessed 21 April 2008, 
<www.census.gov/acs/>. 

Today Massachusetts is the only state that recopiizes legal marriage between individuals of the same sex. 

Sex Education in America: General Pubtic/ Parents Surv^ (Washington, DC: National Public Radio, Kaiser Family Foundation, 
Kennedy School of Government, 2004), 5. 

Abortion and PJghts of Terror Suspects Top Court Issues, (Washington, DC: Pew Research Center for the People & the 
Press/Pew Forum on Religion and Public Life, 3 August 2005), accessed 30 August 2005, 

<http:/ /pewforum.org/ publications/surveys/ social-issues-05.pdf^. 

’^Peter D. Hart Research Associates, Inc., “Memorandum: Application of Research Findings,” (Washington, DC: Planned 
Parenthood Federation of America and National Women’s Law Center, 12 July 2007), accessed 2 October 2007, 
<http://www.nwlc.oi^/pdf/7-12-07mterestedpartiesmemo.pdf>. 

Sex Education in America, Table 3. 
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Committee on Oversight and Government Reform 


Statement of 

The Woodhull Freedom Federation 
Assessing Domestic Abstinence-Only Programs 
April 23, 2008 


In Support of Comprehensive Sexuality Education 

Very few Congressional hearings are as important to the health of our children as this 
hearing. The question presented here is nothing less than whether young Americans will 
live or die. We live in an era in which sexuality can be practiced in a way that is safe or 
unsafe. Unsafe sex practices pose a very real threat of contracting a disease that is, for the 
majority of those infected, still fatal. Even under the best of circumstances, a young 
American who engages in sex without an adequate understanding, both of the risks and of 
the steps that can be taken to reduce those risks, may face an entire lifetime of difficult 
measures necessary to manage an ever-present life-threatening illness. 

We are pleased that the Committee on Oversight and Government Reform of the U.S. 
House of Representatives continues to analyze the failure of the abstinence-only until 
marriage educational fiasco. It is well-known that these programs are of little value to 
sexually active teens that they discriminate against lesbian, gay, bisexual, and transgender 
youth. These initiatives also discriminate against all youth in such programs who are in 
nontraditional families, including single-parent households or those whose parents are 
lesbian, gay, bisexual or transgender. 

This Committee will almost certainly hear wise advice that government - at the federal, 
state and local levels - has a responsibility to provide effective comprehensive sexuality 
education that leads to healthy, positive sexual beings in our nation. You may also hear 
the same hysterical falsehoods that have allowed the government to continue to fund a 
program that has been proven to be ineffective. You may be told by some that providing 
comprehensive sexuality information will encourage young people to engage in sex 
where otherwise they would not do so. You know, each of you, that is wrong. Your own 
experiences in your own neighborhoods, confirmed by all reputable studies, shows that 
peer pressures, hormonal development and the general culture in which we live - not the 



623 



If 


availability of comprehensive sexuality education - is what motivates young people to 
become sexually active. In short, whether you or we like it or not, a high percentage of 
teenagers are today sexually active. They are vulnerable to disease and ultimately death 
if they are not educated as to the risks and as to the measures they can take to protect 
themselves. 

You may also hear from witnesses that comprehensive sexuality education is entirely the 
responsibility of parents, not schools. To accept that argument ignores the reality that the 
best way to educate our youth is through a partnership between the homes and schools, 
providing and reinforcing information and resources. It also ignores the reality that while 
some parents are conscientious about sexuality education, many are not. Many parents 
either decline, or are too uncomfortable, to talk to their children honestly about sex and 
sexuality. Many are themselves misinformed or ignorant of basic sexual facts and in 
denial that their child needs such information. Thus, despite even the best of intentions, 
many parents are unprepared to do sex education with their children beyond an important 
but insufficient sharing of their values and expectations. 

Comprehensive sexuality education in schools has the potential to teach and provide 
access to' vital, life-saving information in a peer environment where students may be 
more comfortable asking questions and seeking relevant answers to those questions. It is 
an easier, more reliable way to provide age and developmentally appropriate 
comprehensive access to information to children and teens. It prepares them for 
situations they may likely face, instructs them how to make safe, informed decisions, and 
can help in understanding differing forms of sexual expression, gender identity and 
sexuality. 

You will also, we fear, hear testimony that it is “bad policy” or even “immoral” to teach 
comprehensive sexuality education, a program that, by its very definition, censors 
important sources of sexuality information - making it more likely that young people will 
takes risks, increasing chances of pregnancy and sexually transmitted diseases, and 
contribution to the emotional harm to many adolescents. You will probably hear that 
people of a certain religious view will rise up and cast you out of office if you authorize 
or condone comprehensive, scientific sexuality education. It is a sad fact that this 
puritanical - and, for young people, deadly - ideology has struck fear into the hearts of 
legislators in many parts of this country. We encourage you to stand resolute in the face 
of those who would suppress vital information, recognizing that the suppression of 
information about our bodies and our sexuality md, indeed, our health and lives, is not 
the way to protect future generations of Americans - our children! 
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Summary 

The Woodhull Freedom Federation is devoted to advocating the proposition that sexual 
freedom is a fundamental human right. For adults, this means the freedom to engage in 
the consensual sexual activity and sexual expression of their choice. For children, it 
means that government - and society as a whole - must provide the tools to develop the 
imderstanding that is necessary to make responsible sexual decisions - understanding of 
the risks of sexuality as well as the joys; understanding of the responsibilities to ones’ 
partner as well as the rights to engage in consensual practices; and understanding of the 
ways to protect yourself and your partner from disease and harm. 

Comprehensive, realistic sexuality education and access to information is essential to 
enable young people to make decisions and protect themselves. Sexuality education 
courses should have universally consistent, accurate curricula. Courses should be 
mandatory, and comprehensive, inclusive sexuality education (including abstinence 
information) should be taught. Sexuality education should begin early and be taught 
continuously throughout a child’s education. 

Access to any and all information regarding sexual health, sexuality, and sex is a 
fundamental right of young people. Sexuality education should also include diversity and 
acceptance. Regardless of differences in gender identity, sexual expression or 
orientation, sexuality education must convey thorough, accurate and unbiased sexual- 
health information. 

People - all people - have a right to access any and all sexual health information, as well 
as services and materials needed to express their sexuality in an affirmative way. 
Sexuality education needs to be an integral method of access to accurate and honest 
sexual information. 

Respectfully submitted. 


Ricci Joy Levy 

Executive Director, the Woodhull Freedom Federation 
1325 Massachusetts Avenue, NW 
Suite 700 

Washington, DC 20005 
Phone: 202-628-3333 
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Statement of Representative Dan Burton 
House Committee on Oversight and Government Reform Hearing 
Domestic Abstinence-Only Programs: Assessing the Evidence 
April 23, 2008 

I would like to thank Chairman Waxman and Ranking Member Davis for holding this 
hearing today to examine the benefits and short comings of Federally-funded programs to 
teach abstinence-centered sex education in our schools. Let me say from the outset that 
I have long supported abstinence-education programs and I will oppose any effort by the 
Democrat-majority in the House to de-fund abstinence education programs. 

The Democrat Majority has essentially stacked today’s panel with experts who will assert 
that abstinence-centered programs are largely ineffective. The Majority and their 
witnesses will also assert that science says that so-called comprehensive sex education is 
the best form of sex education. Unfortunately for the Majority, the facts suggest that 
neither of their assertions is true. 

For example. Dr. Stanley Weed, a highly respected researcher and Director of the 
Institute for Research and Evaluation is expected to testify that, “emerging evidence 
supports the notion that abstinence-centered strategies, if well-designed and 
implemented, can significantly and substantially reduce teen sexual initiation for periods 
of 1 to 2 years and thereby may positively impact the health of American adolescents.” 
Dr. Weed is also expected to testify that, “When measured using comparable criteria, 
comprehensive sexuality education strategies (risk reduction) show little evidence for 
success at achieving the crucial outcomes of consistent condom use, reduced pregnancy, 
and STD rates.” 

The truth is that genuine abstinence-centered education works and it can have a positive 
physical, psychological and emotional impact on our kids. An abstinent teen has a zero 
percent chance of becoming pregnant or acquiring a sexually transmitted disease. In 
addition, abstinence-centered programs can help teens develop a positive self-image; 
teach them how to develop healthy relationships, how to avoid or get out of dangerous, 
unhealthy, or abusive relationships, the skills to make good decisions and how to set 
goals for the future - and how to take realistic steps to achieve those goals. 

Contrary to the assertions of the Democrat Majority, the effectiveness of abstinence- 
centered education is not merely anecdotal or wishful thinking but backed up by science. 
The non-partisan Heritage Foundation recently reviewed 21 studies of abstinence 
education programs, of which 15 were abstinence-centered. Of those 15 studies, 1 1 
reported positive findings. 

My friends on the Democrat side of the aisle will either suggest that these studies are 
scientifically flawed and therefore meaningless or that 15 studies are not sufficient to 
prove the case in favor of abstinence-centered education. In response, I would say to my 
friends that the real-life experience of 40+ years of the "progressive" sexual agenda - 
which has led us to the proliferation of more than 25 sexually transmitted diseases and an 
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out-of-wedlock birth rate of 33 percent compared with three STDs and only 5 percent of 
babies being bom out-of-wedlock in 1960 - proves the case that comprehensive sex 
education hasn’t worked; and that we have nothing to lose and everything to gain by 
changing the message we teach kids from “anything goes” to “just say no.” 

In my opinion, if abstinence-centered education fails, it fails not because of the message, 
but because our society does not give abstinent teens adequate support for their decision 
to be abstinent. Today’s teens face strong peer and societal pressure to engage in risky 
behavior. Media and popular culture condone and even glorify violence, and casual sex. 
In fact, the latest so-called trend among teenaged daters to send X-rated photos of 
themselves to one another via their cell phones. And they see nothing wrong with this. 
And the Federal government Implicitly supports these messages and actions by spending 
over $1 billion annual to promote contraception and so-called safe-sex education. 

Eighty-percent of parents want schools to teach young kids to abstain from sexual 
activity until they are in a committed adult romantic relationship nearing marriage. I 
believe that it’s high time we started listening to them. 
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April 23, 2008 

Committee on Oversight and Government Reform 
Full Committee Hearing 

“Domestic Abstinence-Only Program: Assessing the Evidence” 
STATEMENT OF REP. LVNN A. WESTMORELAND 


Mr. Chairman, 

Since you scheduled this hearing, my phones have been ringing with calls from parents and 
students who support abstinence education. I want to thank you for holding this hearing to 
showcase a public health message that is favored in my district by an overwhelming majority. 
My only regret is that you would have included more wimesses on this panel to speak to the 
good things abstinence education is doing for teens in America. I have read Dr. Stanley Weed's 
testimony and find the research in support of abstinence education hopeful and encouraging. But 
I have heard many personal stories from young people in Georgia about how programs like 
Students Teaching Abstinence Responsibility and &lf-respect (STARS) are doing more than just 
providing teens with facts about STDs and condoms. STARS, fitnded in part by Community 
Based Abstinence Education (CBAE) grants, provide teens a community of like-minded peers 
who encourage each other to set goals, maintain strong character and resist the temptations of 
alcohol, drugs, and sex. 

In Georgia, where all students are taught abstinence education, the teen pregnancy rate has 
dropped for 11 straight years. The decline began in 1995 when the Georgia Department of 
Education created a policy requiring all public schools to teach abstinence education. Compare 
Georgia to your home State of California where federal funds to support abstinence education are 
consistently rejected. California reports the highest rates of STDs among any state in this 
country. 

Mr. Chairman, we may disagree about ways in which children should be taught, but we cannot 
disagree vvith this fact: Abstaining from sex is the only way for teens to completely avoid 
pregnancy and STDs. To prevent our youth from hearing this clear, truthful message is to 
obstruct the interest of public health. 
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April 23, 2008 hearing on abstinence education 
Mr. Chairman, 

The topic of this hearing was supposed to be centered around the argument that abstinence education 
advocacy is id^logically motivated and not grounded in science, ironically, after making repeated 
references to scientific results of abstinence education, five witnesses made it perfectly clear that their 
opposition to abstinence education was in fact based on ideology, not science. When I asked "If provided 
evidence [that] abstinence education programs are as or more effective than comprehensive sex 
education, would you support optional federal Ending for such programs?", five of the Democrats’ 
witnesses answered that they, in fact, would still oppose federal funding for abstinence education. Their 
answer to that question completely compromises any claim each of those witnesses may have to science- 
based objectivity. The question and their respective answers speak for themselves. Anyone who might 
seek their advice on the subject should question any “expert" advice offered by these witnesses, outside 
of their own “experf ideological preference. 

The truth Is that abs^nence is the only 100% effective way of avoiding pregnancy and sexually 
transmitted diseases. 

It is important to know that states have the choice of whether to receive federal abstinence education 
funding with 33 states having made that choice. For a party ffiat espouses providing choice regarding 
issues such as abortion, ! find It strange that members of the Democrat Party would want to deny all 
states the choice of receiving funding for this purpose. 

Before you called this hearing, I was unaware of the true nature of what teens are taught in abstinence 
education programs. The mainstream media rarely reports on the studies, like the one in Virginia that 
showed students who receive abstinence education are SO-percent less likely to initiate sexual activity. 

Dr. Stan Weed, who conducted the study, testified about the merits of abstinence programs and about the 
effectiveness of programs around the country that Community Based Abstinence Education grants help 
support. 

By name, abstinence education sounds like a very simple message to teens, but after hearing Dr. Weed's 
testimony and learning more about this approach, it is clear that students in abstinence education 
programs learn about condoms and the possible effects of engaging in sexual activity. Indeed, they learn 
about all types of contraception, they learn about HIV/AIOS and other sexually transmitted diseases. 

They learn about the emotional risks of casual sex, something teens rarely see portrayed in movies, 
music or any other medium where they often receive the message that sexual activity is all glamour and 
no consequence. In the ten years that abstinence programs have received federal funding, a broad study 
of research has concluded that abstinence education delays the onset of sexual behavior in teens, and 
often reverses risky behavior in teens who are already sexually active. It has been credited with playing a 
significant role in the decline in teen pregnancy. 

There is no doubt that ideas will differ on the best approach for teens, but after participating in this 
hearing, my question is not whether abstinence education works. It's why are we not reviewing ALL sex- 
ed programs, especially those to which this government gives substantially more funding than abstinence 
education. 


PRINTED ON IKCTCLED PAPER 



646 


Additional Statement of Congressman Souder on 
“Domestic Abstinence-Only Programs: Assessing the Evidence” 


Mr. Chairman, 

During the Oversight and Government Reform Committee’s April 23rd hearing on 
abstinence education, one of the witnesses, Ms. Shelby Knox, asserted that the “word- 
count” method used in the Department of Health and Human Services’ 2007 Review of 
Comprehensive Sex Education Curricula did not accurately convey the real content of so- 
called “comprehensive” sex education curricula. I would like to submit for the record a 
full copy of this report, which in fact makes a very convincing case that any claims of 
balance between abstinence and contraceptive education in such curricula are completely 
xmmerited. At best, the report found, abstinence “is at times a non-trivial component” of 
comprehensive sex education — putting a lie to the oft-repeated claim by witnesses and 
Committee members alike that abstinence is the “core” of such curricula. 

In particular, I would like to highlight a quote found on page 6 of the report: 

“[Comprehensive sex education] curricula often do not spend as much time discussing 
abstinence as they do discussing contraception and the ways to lessen risks of sexual 
activity. Of the curricula reviewed, the curriculum with the most balanced discussion of 
abstinence and safer-sex still discussed condoms and contraception nearly seven times 
more than abstinence .” [emphasis added] 

Mr. Chairman, thank you for this opportunity to clarify the record. 
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American Academy of Pediatrics 

DEDICATED TO THE HEALTH OF ALL CHILDREN” 



Response to additional questions for the record by the 
Committee on Oversight and Government Reform 

Dr. Margaret J. Blythe 
Chair, Committee on Adolescence 
American Academy of Pediatrics 


1. Yes or No-If research was presented conclusively showing that comprehensive sex education was 
not as successful as abstinence education, would you still support federal funding for it? 

The American Academy of Pediatrics supports federal funding for effective sexuality 
education programs that provide age-appropriate, medically accurate discussion and 
information for the prevention of sexually transmitted infections and unintended 
pregnancies. Abstinence-only education programs have not been shown to change 
adolescent sexual behaviors. 

2. You said during the hearing that abstinence should be the "core" of the sex education message. How 
do you define "core"? 

Comprehensive sexuality and reproductive health education that emphasizes 
abstinence is the best option for adolescents. Children and adolescents need accurate 
and comprehensive education about sexuality to practice healthy sexual behavior as 
adults, but also to avoid early, exploitative or risky sexual activity that may lead to 
health and social problems. 

3. Do you believe that comprehensive sex education texts should be examined and held to a standard of 
accuracy? 

Medical accuracy is always important for any health-related curricula. Including 
sexuality education. 

4. What should be done with content in comprehensive sex education curricula that encourages 
behaviors that provide a health risk to students? 

As Stated above, all sexuality curricula should be effective and science-based, 
including being medically accurate and age appropriate. 

5. Why do you oppose abstinence education, even if research shows its effectiveness? 

As Stated above, abstinence-only education programs have not been shown to change 
adolescent sexual behaviors. In fact, abstinence-only programs may cause harm by 
providing inadequate and inaccurate information. 
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6 . Do you agree with the testimony of Dr, Weed that consistent condom use should be an outcome 
measure to determine the effectiveness of comprehensive or contraceptive-based sex education? 


It is the policy of the American Academy of Pediatrics that pediatricians should: 

o Encourage adolescents to abstain from intercourse as the surest way to prevent 
STDs, Inciuding HIV infection, and pregnancy, 
o Counsel adolescents who have been sexually acHve previously regarding the 
benefits of postponing future sexual relationships, 
o Actively support and encourage the correct and consistent use of reliable 
contraception and condoms by adolescents who are sexually active or 
contemplating sexual activity. 

o Support research that identifies methods to increase correct and consistent 
condom use by sexually active adolescents and to evaluate effectiveness of 
strategies to promote condom use, including condom education and availability. 


7. In your professional opinion, is sexual experimentation necessary for healthy sexual development? 

As pediatricians, we are aware that "healthy sexual development" does not begin with 
adolescence or adulthood but with early childhood often expressed as curiosity and 
interest in one's own body. Early adolescence is marked by the initiation of puberty, 
when that curiosity and interest intensifies not only in one's own body but in that of 
peers; these interests and romantic feelings often result in a variety of questions 
about how to handle those sexual feelings and concerns. 

It is the policy of the American Academy of Pediatrics that pediatricians should: 

o Put sexuality education into a lifelong perspective. Actively encourage parents to: 

• Discuss sexuality and contraception consistent with the family's attitudes, 
values, beliefs, and circumstances beginning early in the child's life. 

• Encourage parents to offer sexuality education and discuss sex-related 
issues that are appropriate for the child's or adolescent's developmental 
level. 

• Provide guidance about abstinence and responsible sexual behavior to their 
children. Encourage reciprocal and honest dialogue between parents and 
children. 

• Be aware of circumstances that are associated with earlier sexual activity, 
including early dating, excessive unsupervised time, truancy, and alcohol 
use. 

o Should not impose values on the family. Be aware of the diversity of family 
circumstances. 

o Obtain a comprehensive sexual history from all adolescents, including knowledge 
about sexuality, sexual practices, partners and relationships, sexual feelings and 
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identity, and contraceptive practices and plans. In discussing reasons to delay 
sexual activity or use contraception, frame the suggestions in terms of the 
individual's development, language, motivation, and history, 
o Address knowledge, questions, worries, or misunderstandings of children and 
adolescents regarding anatomy, masturbation, menstruation, erections, nocturnal 
emissions ("wet dreams"), sexual fantasies, sexual orientation, and orgasms, 
o When appropriate, acknowledge that sexual activity may be pleasurable but also 
must be engaged in responsibly. During these discussions, also be open and 
nonjudgmental. 

o Acknowledge the influence of media imagery on sexuality as it is portrayed in 
music and music videos, movies, television, print, and Internet content, 
o Be sensitive to cultural and family norms, values, beliefs, and attitudes, and 
integrate these factors into health promotion or behavior change counseling. Also 
be aware of the potential for, and ask about, abuse or coercion in relationships or 
sexual activity. 

o Ensure that adolescents have opportunities to practice social skills, assertiveness, 
control, and rejection of unwanted sexual advances. 

8. Do you believe behavior theory-based cessation programs can work for previously sexually active 
youth (e.g. similar to the Stages of Change/Transtheoretical model)? 

As indicated in the previous question and answer, the development of healthy 
sexuality should be approached as a lifelong goal. Healthy sexuality education and 
interventions to promote healthy sexuality should not be focused solely on negative 
outcomes but allow discussion of knowledge about sexuality, sexual practices, partners 
and relationships, sexual feelings and identity, and contraceptive practices. 

In discussing reasons to delay sexual activity or use contraception, pediatricians should 
frame the suggestions in terms appropriate to the individual's development, language, 
motivation, and history while including the benefits of postponing future sexual 
relationships. 


- 3 - 
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Responses by Dr. Harvey V. Fineberg, to written questions posed by Mr. Souder 
after the hearing (questions shown in bold, followed by answers): 


1. Yes or No-lf research was presented conclusively showing that comprehensive sex 
education was not as successful as abstinence education, would you still support 
federal funding for it? 

If abstinence-only sex education were more successful than comprehensive sex education 
in reducing pregnancy and preventing sexually transmitted diseases, I would favor 
support for abstinence-only education. 

2. You said during the hearing that abstinence should be the "core" of the sex 
education message. How do you define "core"? 

Abstaining from sex is a healthy and appropriate behavior for young adolescents and is 
an important component of sex education. 

3. Do you believe that comprehensive sex education texts should be examined and 
held to a standard of accuracy? 

I believe all sex education materials should be scientifically accurate. 

4. What should be done with content in comprehensive sex education curricula that 
encourages behaviors that provide a health risk to students? 

Comprehensive or abstinence-only sex education curricula should be structured with the 
aim of reducing health risks to students. 

5. Do you agree with the testimony of Dr. Weed that consistent condom use should 
be an outcome measure to determine the effectiveness of comprehensive or 
contraceptive-based sex education? 

Consistent condom use is one appropriate measure of effectiveness of comprehensive sex 
education. Other important behavioral measures include increased frequency of condom 
use, decreased frequency of unprotected sex, decreased frequency of sex, increases in the 
age at time of sexual initiation, and reduction in the number of sexual partners. Relevant 
biological outcome measures include reduced rates of HIV infection, of other sexually 
transmitted infections, and of pregnancy. 

6. Can you tell us how many of the 39 abstinence-plus (comprehensive sex 
education) programs included in the Underhill Cochrane review increased the 
number of teens who practice consistent condom use? 
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Twenty-six of the 39 trials reported a measure of condom use. A significantly protective 
effect was found in 14 trials, but the Underhill Cochrane review does not specify the 
exact measure of condom use in each study. 

7. Can you tell us how many of the 39 comprehensive sex education programs 
included in the Underhill/Cochrane review decreased STD rates? 

Three trials assessed self-reported diagnosis or treatment of sexually transmitted 
infection. None found significant protective effects. 

8. Can you tell us how many of the 39 comprehensive sex education programs 
included in the Underhill/Cochrane review decreased rates of teen pregnancy? 

Seven of 39 trials measured the impact of programs on self-reports of becoming pregnant 
(females) or getting someone pregnant (males). One unpublished study found a 
significantly protective effect of the program on female participants. Three studies 
suggested a positive outcome, but the studies had methodological flaws (e.g., limited 
statistical analyses or high rate of participant attrition) that limit their utility. [This 
response is extracted from my written testimony.] 


9. Given that none of the 39 comprehensive sex education programs included in the 
Underhill/Cochrane review increased adolescents’ consistent condom use or 
decreased their rate of STDs, and the 2 programs that reduced teen pregnancy were 
not school-based comprehensive sex education programs, why should they be 
considered effective? 

For three reasons: first, as mentioned in response to Question 5, consistent condom use is 
only one of several measures of results with respect to condoms, and on these other 
measures, such as increased frequency of condom use, a number of comprehensive sex 
education programs showed improvement in comparison to control groups who did not 
receive the same education. Second, on other measures of relevant behavior, some 
comprehensive programs report success; for example, four of 13 studies found a 
significant reduction in the number of sex partners, and five of 21 studies found a reduced 
incidence of vaginal sex. Third, I do not discount successful, comprehensive sex 
education programs that reduce teen pregnancy because they are not school based, in 
contrast to what is implied in the question. 


10. Would you concur with Dr. Weed's statement at the hearing that, to date, 115 
peer-reviewed studies of comprehensive sex education programs show that they 
have not decreased STl rates in the country? Do you believe this to be an accurate 
outcome measurement on the effectiveness of sex education programs? 
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As a general matter, one would seek to measure the success of educational programs (115 
or any other number) in terms of improvements each achieved compared to a similar 
control group who did not receive the same education. One might extrapolate program 
results to estimate what would be the impact on STI rates in the entire nation if all 
children received the same education and experienced the same degree of benefit as in the 
study populations. However, the effectiveness of discrete programs should not be gauged 
by overall national trends. By analogy, if a medical practice achieved a 90% abstinence 
rate among heavy smokers for five years, it would be hailed as a great success even if 1 15 
such programs had no measurable effect on the secular trend in smoking in the nation as a 
whole. 
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1701 E. Lake Avenue, Suite 371 
Glenview, IL 60025-2090 
847.729.3298 Phone 
847.729.9744 Fax 
info@pro|ectieali ty.org 
www.pfojeciteaUty.org 

Kathleen M. Sullivan, Chairman & CEO 
RosaUnda Villasenor, Director 


April 30, 2008 


Chainnan Waxman and Committee Members 
U. S. House Committee on Oversight 
and Government Reform 
U. S. House of Representatives 
2157 Rayburn House Office Building 
Washington, D. C. 20515 
Sent via email: earlev.green@mail.house.gov 

Subject: April 23, 2008 hearing, “Domestic Abstinence-Only Programs: 

Assessing the Evidence” 

Dear Chairman and Committee Members: 

Project Reality wishes to enter into the Official Congressional Record of the Committee 
hearing of April 23, 2008 on abstinence-only programs, the outstanding positive results 
of our current abstinence education pilot study of the Game Plan and Navigator curricula 
in areas of Florida, New Mexico and Washington D.C. funded through a CBAE grant. 

The members of the Committee on Oversight and Government Reform need to be aware 
of these remarkable responses from students who have participated in an authentic 
abstinence program (as provided by Project Reality’s Game Plan and Navigator) as we 
were not represented at the April 23"* hearing. 

Please see the attached evaluation statistics. Thank you for entering this information into 
the official record of the hearing and for assuring that all committee members see it. 

Very truly yours, 



Kathleen M. Sullivan, Chairman & CEO 
Project Reality 


Attachments 
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Results of Game Plan Abstinence Program 


These preliminary results were compiled during the 2006-07 school year using data from a sample of schools 
participating in Project Reality’s Community Based Abstinence Education grant program pilot study in Florida, New 
Mexico and the Washington, D.C. area funded by the U. S. Department of Health and Human Services. Game Plan is 
an eight-unit sports-themed abstinence curriculum far grades 7 through 9 developed in conjunction with NBA 
“Ironman” A.C. Green and published and distributed by Project Reality, Game Plan uses a student workbook; 
teacher’s manual, CD Rom, videos and posters to reinforce the message of abstinence until marriage. Game Plan 
presents the abstinence message emphasizing long- and short-term goal setting, character and relationship skills, 
marriage and secondary virginity. Dr. John S. Lyons, Ph.D., Professor and Director of Psychiatry and Behavioral 
Sciences at the Feinberg School of Medicine of Northwestern University will further analyze the results after year 3 of 
the grant is completed. The Northwestern study will be available by contacting Project Reality at 847.72g.3298 or 
online at www.proieetrealitu.org 


Choosing to be sexually active can have negative 
physical, emotional, mental and social 
comiequences. 


Pre-Test Post-Test 


Agree/Strongly Agree 

67% 

81% 

Disagree/Strongly Disagree 

8% 

7 % 

Not Sure 

24% 

12% 


Abstinence is voluntarily choosing not to engage 
in sexual activity until marriage. 


A yrce/Stronglv Agree 66% S5% 

Disagree/Strongly Disagree 10% 4% 

Not Sure 24% 11% 

Sexual activity refers to any type of genital 
contact or sexual stimulation including, but not 
limited to, sexual intercourse. 


Pre-Test Post-Test 

Agree/StroQgly Agree 52% 66% 

Disagree/Strongly Disagree 12% 7% 

Not Sure 36% 27% 


Abstinence is die only 100% effective protection 
from the possible physical, emotion^, mental 
and social consequences of sex before marriage. 

Pre-Test Post-Test 


Agree/Stmnglv Agree 72% 

Disagree/Strongly Disagree 19% 10% 

Not Sure 37% 18% 


Practicing abstinence is healthy. 


Pre-Test Post-Test 

Agree/Stronelv Agree 562^ 22% 

Disagree/Strongly Disagree 11% 6% 

Not Sure 32% 15% 

A person who has been sexually active is able to 
choose abstinence for the future. 

Pre-Test p^ s t-Test 

Disagree/Strongly Disagree 19% 13% 

Not Sure 38% 17% 


Choosing to avoid the use of drugs and alcohol 
can help me to save sex for marriage. 

Pre-Test Post-Test 

Agree/Strongly Agree 5596 72% 

Disagree/Stroogly Disagree 20% 12% 

Not Sure 25% 16% 

Abstinence from sexual activity until marriage 
will help me to accomplish my goals in life. 

Pre-Test Post Test 


Disagree/Strongly Disagree 
Not Sure 


-63% 

13 % 

24% 


80% 

6% 

14% 
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Results of Navigator Abstinence Program 

These preliminary results were compiled during the 2006-07 school year using data from a sample of schools 
participating in Project Reality's Community Based Abstinence Education grant program pilot study in 
Florida, New Mexico and the Washington, D.C. area funded by the U. S. Department of Health and Human 
Services. Navigator is an 8-unit abstinence curriculum for grades 9 through 12 developed, published and 
distributed by Project Reality. Navigator uses a student workbook, teacher’s manual, CD Rom and video to 
reinforce the message of abstinence until marriage. Navigator presents the abstinence message emphasizing 
long- and short-term goal setting, character and relationship skills, marriage and secondary virginity. Dr. 
John S. Lyons, Ph.D., Professor and Director of Psychiatry and Behavioral Sciences at the Feinberg School of 
Medicine of Northwestern University, will further analyze the results after year 3 of the grant is completed. 
The Northwestern study will be available by contacting Project Reality at 847.729.3298 or online at 
www.proiectrealitu,ora 


Choosing to be sesuaity active can have negative 
physical, emotional, mental and social consequences. 




Post-Test 

*A«»ree/Stronplv Acree 

69% 

82% 

Disagree/Strongly Disa^e 

12% 

7% 

Not Sure 

19% 

11% 

Abstinence is voluntarily choosing not to engage in 

sexual activity until marriage. 

Pre-Test 

Post-Test 

Agree/Strongly Agree 

73% 

86% 

Disagree/Strongly Disagree 

7% 

5% 

Not Sure 

20% 

8% 

Sexual activity refers to any type of genital contact or 

sexual stimulation including, 
sexual intercourse. 

but not 

limited to, 


Pre-Test 

Past-Test 

Agree/Strongly A^e 

64% 

69% 

Disagrec/Strongly Disagree 

10% 

10% 

Not Sure 

26% 

21% 

All types of sexual activity 

can spread sexually 

transmitted diseases. 

Pre-Test 

Post-Test 

A^e/Strongly Agree 

67% 

79% 

Disagree/Strongly Disagree 

14% 

8% 

Not Sure 

20% 

13% 

Abstinence is the only 100% effiective protection from 

the possible physical, emotional, mental 
consequences of sex before marriage. 

and social 


Pre-Test 

Post-Test 

*Affree/Stronfilv Asree 

54% 

78% 

Disagree/Strongly Disagree 

15% 

8% 

Not Sure 

31% 

15% 


Practicing abstinence is healthy. 



Pre-Test 

Post-Test 

^Avree/Stronelv A?ree 

55% 

75% 

Disagree/Strongly Disagree 

10% 

7% 

Not Sure 

36% 

18% 

A person who has been sexually active is able to 

choose abstinence for the future. 

Pre-Test 

Post-Test 

*Affree/Stronslv Aeree 

45% 

67V. 

Disagree/Strongly Disagree 

20% 

13% 

Not Sure 

35% 

20% 

Choosing to avoid the use of drugs and alcohol can 

help me to save sex for marriage. 

Pre-Test 

Post-Test 

Agree/Strongly Agree 

61% 

16% 

Dis^ree/Strongly Disagree 

19% 

11% 

Not Sure 

20% 

13% 

Abstinence is the only sure way to prevent pregnancy. 


Pre-Test 

Post-Test 

*Apree/Stronglv Agree 

59% 

79% 

Disagree/Strongly Disagree 

16% 

8% 

Not Sure 

25% 

13% 

Abstinence from sexual activity until marriage will 

help me to accomplish my goals in life. 



Pre-Test 

Post-Test 

Agree/Strongly Agree 

63% 

75% 

Disa^ee/Strongly Disagree 

14% 

9% 

Not Sure 

24% 

16% 
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Promi'^inij F’ractic-s ’■>( 
F’lcu/ifling AbSit'iiP'ii r' 
Eciiicatioti To Higli-Ri A Yoiitb 



High-Risk Abstinence EducaHon SiteVIsite i 

Letter to the Educator ; ;i 

Promising Practice I Engage community leadefs, pa-r-rm c' ,! ” iL' « ' ^ staff and adm'ioistr^iOJS to support 

yoLif program 1 

Pfornising Practice 2 Promote your program to a±■QC^> -r ■ o ''e- v'% se'\r-''g wgarrizstions fcr integraijon or abstifiCrtice 

educatirxi into existing classes -rf-cS act v 2 

Promising Practice 3 Recaiit and suopwl staff are passionate aPout ’Aorkirrg :^^5UC!g people and cai^ reiate te 

the issues and cf^tienges fau'eci by -the you*^. Shay' are saving 3 

Promising Practice 4 E^ablisi) faist before teatf isig abst^ence, atd oor^iinue to activate reiatirsiships wttt the yts iiti 

you are sefvtrrg 4 

Promisiiig Practice 5 Adjust and frame the tesstxis and acdvifies of your cufrlraiiu'T! to make ihem appt?)priate to itie 

situation, cultura and iar^uage of your stedents 5 

Promising Practice 6 tJss participatory and dynamic leaning activities 6 

Promising Prac tice 7 Make youth aware of media messages teat misrtHXesent and distort sexual activity , 7 

Pramising Practice 8 i 'rasf^t informafcn and stafetics on STDs in a way teat youth can understcFid and tx)mri-ijnica!e 8 

Promising Practice 9 Emr^iasae tee economic and sociai impact of having a child 9 

Promising Practice 1 0 Frarr^e abstinence messages po^tively in tee context of the youtes' futere try helping stucients set 

and tong-b^m goals ,.10 

Promising Practice 1 1 Invest in trrpspottation and other K^ipant support costs to improve paitidpafcn fe'<3is 11 

Promising Practice 1 2 Create and ^OMage peer support tor absSnence in^e ajid outeide the classroom setting 12 

Promising Practice 13 tncxxooteteeftoi1sattftei^irjitega^tftegKitteensLvecor;ttei%oisaT/i(^teycx!d 

ofthegant.. . 13' 
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c iiceresied in leaching abstinence education. I-n this oubl’c it o' ^ 
ivk youth with the message of abstinence. These practices, n >1 , 
i 1 nn nhews with senior administrators, program staff, partnc*^ n ' s'- 

I IS “i! m seven abstinence education programs across the Nation > t t i 

’ r N often -with one or more activities and examples of how lo rs pi x > 

I srogram. 

^ s rs cc Bureau within the Admimscradon for Childrc.n and Faimi IS f > ■ n 

i! ( ike to thank the staff From these progi'ams for sharing then xoov! v' t i 



!■' t ( » dOi’it- JCCA, j '"f-' V Cc-" tosfer children and abused youth 

i I i‘ CA, Lifi \ Biooklyn n t” o- ' wJkj hays been f^ysicaily.seximiiv, and mentally aonsed livan'iison of JCC/us 

■y ty H wYak ■sJxT*'' h V X - 1 1 ie vv-j oi svey 

ftu-rh- -s '>'< tu. it.Lsii 

Conniy, c^l nore '3'^ n 'Pt -i-' ■'paceui-c Doa'd-«q nomea arouo homes, axi fssid'a-it:ai taciilitis. X\:a asso n;:;,'; 
a large ar^ay cl n&'-i? hea# p ojr'? "Sv sa-e, aHer schoe. iutoi;nq. acKxition. and wogarns la youth witt'i •s.oeOai neshs. 
JCCA serves moioll^n 12000 ci'd':-' r. ‘ 'itlv maii-bors oer vGar, >>1111 a stall or »Ju. 


Aiming for Abstinence, 

Booneviiie School District, 

BoonevKifi, Mississippi 

Ihn BooneviKc .Schonl Distfint .'timing fr>r Atv,!inf.ncfi pfngmm a fr.'e-iosinfv ares ;ri fta-thern 

rural poor vvlii 70 percent ot the teens give biilh being urKnarri-ad. TTie '^siort ol Sie pi ogam ;$ lo 
fartsi^ liic Dois necessary to comosi ^ myriad of iXoDiems ^ciated wi8i tsen wegi^ncy sexuaiiy 
{STDsi, c^gs and aicc^i, woience, and olliof high-iisk uehavia-s avough ihs dissarrinalion of intomiati 
promo'e absmencs from si Ihass hi^h-risk oehawoix The AmYig for Abi^irKnce progiam wixte with c 
commaniiiss. and res .more 64 caiaboratog parbiers. 


Native Challenge Abstinence Project 
(NCAP) Riverside-San Remardino 
County Indian Health, 

San Bernardino, California 

NCAP r^ales absfinerce sducat'on in 13 schoois largesng Native American vouti isom amojxj u.; 
.•n fwersde and San tlen^rdino oxmtios. Tbs program served aKDroximatsiy 2,2uif vxxirn wtli ittei! i,'v 
programming, aid has had more than 6,000 yonlh, commuivh/ nie.mtKrs, am 
.mr^tfity family fun migNs or 8ic annual Youlti Leaders^ Crxilerence. 


It’s a Better life. Pennsylvania 
Association of latino Organizations 
(PAlOMIamsbuig, Reading, and 
Bethlehem, Pennsylvania 

PALO v/Bs incorpwated in l998K)5crve3sastetewideL3tinointera^iarydC'‘'ic?\'’r)ri^ i i ii'-i n 
Based Of^iiiabis ihmugh ecaiorrsc deveioDfnsnt, capacilybui.'d.rTq <i ir fa m 

tiic!itui3i cormmw^ty services across Psnnsylvgnia. Fc^-gie abstinence prr^t, fv IV M ’ tn' 

Hfspanic/Latino youft tfvouQh lOafliBatedlCSOsacross'Jiasl'SeifTpiBiTif'nl'iOiLst i * yx 
project site ac^iy caiiabcxaie ’Aiih the youlh lo creals additionai ajiricuia. 

1 fl 1 ncs )i ’in I" 
III'’ t ' 11 ,i 
;.i!.ii.stiiipi'icB mesviige lo 
'! liivcgram.;; anti lor eacfi 

Choices, Cfirist Coinmuntty 

Heatth Sesvices (CCHS), 

Memphis, Tennessee 

CxllShasfavhealihcaresetaigrJrrSlieibyCxxFityJtmimCCHSisiheiiry^'Irfii^iiirh i 'n i 
vrfiicti iifo\^es3b&toceoducsl«n»0iniar^AMcan*American, urban youth f \i imp i 
aSocated funds to serve 1 45 youtti. Hoivover, ills program has steadily yicrsa^ed 'll i m . / , . 

skidents — rnssily throLigh inschool, cla’jsropm preseniafions. 

iitiBline'iCB [irofjfam, 

1 d III Vs 

oopuiatio!; of 421 

Au thentic Answers Abstinence 

The children of kmt cerscxvif^ attend S(^ m the local k^lieen (nd^mdeni Setflo j n th ’ i J 

ikin’!'! o! D'lo ciwiiano 


Alliance f4"A),CetebrateKWs,tnc,, that ^ive in KSeen. Thi^c youth facs a numbef o( ci^liengea stciuding family separation Ju "l i I'li 1 n h 
Kllteeii, Texas .carents. Celebrate Kids, Inc. has served hit^-fisk^xi^ (or more it^n 15 year- and ^n -^J a mAiihlts 

inccxDorafedlh^Yabstnenceeducatona'ocyamwihinSier'ofoaderyoutheducat&ilijri'^.iA rsx ir )i Un n " ; 
!o i!&:p ioens avDd ni^ fisk bshsvlors by identifying and meskng tfieircofe needs in nea'iny ways. 


Positive Choices, TheftKitiv'eChok^sssicigram.fOLiiided-inigsSbyapcdiatncian.Dfoyictesaba'jimeMi-xiU'i'' i\ !■*' 1 

St. Vincent Mercy Medical Center, of high-nsk pofiuiafiorss, prmanfy African-Am«iMn, snauding homeless and foster cars youth m households with 
Toledo, Ohio substance abuse and (femestic violence. .Ail of programs loc^udasg s iX'vateiy’ fpo-'U "v nr L' 'i'- ]> 

offer eighisessinisbuct around ^eChoasinglhe Best aid GafT^Pi^iojiTiaiia in schors moiM Tiltic J'wi n 
8ducat!on, the a'ogram offers apc^oximaiDiy 20 different cpporiunifies. 


\ ' r 1 ri ; f > T T« 'id ii ' I "'Wii ■( v n'i' s T ijin^nr’t populatims and !ho<( f(!i i t lov' ' f 

/ I I ' f I f f > ^ ! f -If hf un I! fiir ^mirirm i!K n(i{ necf! nd i,)’'- '' <, < 

till r» n t" t i. ai J'' , i-f 4 is 'r 7 ‘‘e-u F-><t <>■ 'W nt ! zs puMicatian e/tch p<.\t,c‘ • !' s !/'« i ni nXt <>! ^>'t 
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VJ'ACMOf: 


i''% 1 1) ii ,h \ iiTif InteraatiomI Itic., paitrisring with che National j^scinence QearinglrtU'.t 'xtcd 4 lontracr 

<! 1 .1 N S I ? tc V til I r Health aiKS Human Services’ Administration on Children ami F^mjbes sAOfi to stuilr (Tfici 
>. 1 ^ 1 ' i. ti“’ (iu promisir^pracric^s for rcachingvoum at high-risk of engaging in sextut \%fti c l 1 1 

iiLL ^ 1 K t“<i)n pi(’>. ims fro.m the entire Nation svere inwtea to submit a brief descripetoh oi cheir t5rntrc.ini in i-snicr to 
'•’e e )!' ithi It” " ds ind >ut of the approximaedv 130 entries that were submitted, 7 were sclectt-J !or a sue vistc. ] hose wc 
'tjuiuil sefsv. I I sub nniijf ifunibcr of croubted youth, had been delh'ering abstinence education pragriuus lor at leasr i years, 
m i toiil t Jx!niiu--xr ifc ihii rhe programs w’cre effective. Each site wasyisted by a Kain of two tescarcircr-s who condiicied a 
t - to i-dav vtsit att.d met. wit'rt .senior administrators, program scalt, partners and stakchoiders, prxigram parnetpanrs. ;uid . 
pfireins. ii.t.st‘ar(;her.s c<'tiii:iie{cd detailed reports about each sire visit, met to dlscass rbeir experiences, aird developed a list: 
ot 1 .5 proinrsiug practices, which are presented 115 this report. 

litese practices are [>rescntcd with' specific examples observed during the site visits. They are considered efiwive .strategies . , 
;.u-id approaches for rraclung o.ih’ or more hi^-rlsk populations with the abstinetits-until-marriagc tnes-sage, I'fiw art^ not a 
prcscn.prt.on on .flow to ttomiuct a pro^m, but ideas you may u-se to enhance your program. 

Whci.hc 3 : you arc developing a m:w abstinence program or are working an one diat has beaj around ibr .a wl.uie, tf ie exa.mplcs 
in this pub.l.ica.r,io.n .sfiould be .iteI}.ifiil.'rhosc working o!\ new programs may find it hclpfiil to dc-cerminc flow i.ficy can 
i.tH:o.rpor;ite cadi of these p.racrices into pre^ram c^crations. Those working on existing pTOgrams may wane to dci:cmii.i'ie 
whieft practices they are currendy implementing cfFcccivcly, those chat need improvement, anil those chat are not part o.(' dicir 
program hut could Ik incorporated. 

There cs i.tot a oiic-s.ize-f.ics-al! aptmiach that will work for ail abstinence programs. Hie goal in dcveiopi.ng this pufi!ic:u.iou 
J.S to share tfic k.nowledge and msigliK provided by these seven programs, and hope.fidfy [ilanr the seeds so that a tlialogue on 
ptoniisuig piaciiccs can glow C)vci time, other pracrices maybe added to diis list thraugh consensus. ’^Iiea diac happem, this 
effort Will be a major .success, .For more information, please call the Division of ^Mx-srincncc Etluc-nion at ACF at ( 2 (, 12 ) 401 - 920 , 5 . 



,„;CK 

N.Htl RiSgins, MBA 
Acting Director 

Divrsiou of .Abstiiicncc Educiariors 

Family and Youth Services Bureau 

Adrnini.sti:auo.n. for Chi.Idreii arui Families 

1 ■ ,S ncpaitmem: of Health and Human Services 

1 250 Miuyiand Avenue. SW 

Portals Building, Suite SOD 

W3,s}.iing5oo,, I,X: 20Q24 
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Engage cemmunity 
leaders, parents 
or guardians, and 
school staff and 
aciministrators to 
support pur program. 


Tfeeadage Aat^ktakes a vifiagetofaisea sluid'’ IS u . iv ‘ \ 

M^-nsk youths maa^ of whom come from bmken umups. AO's, t 
^U€a£»rs.semng.ihese populations need to identily anj von v,>o 
other otgafti^tions serving these youth, the most tmporranc tuip: . 
schcsjl to die acc^ reeded CO amjmunkaic thi sv 

menage. Hie examples that feilowrefiecrdiffereacapproache' r o 
some of the propams visitesk A-' 

identic peoj^e and organizations In your community thal tav' i ■ 

promoting the atjstinence message. 



® Contact community leaders and “gatekeepers” vv'th r if'e , ss'-k n 
CO discuss your program and ask for their suppon ano oi u ’ •> 

(i.e., via class/program time). 

Example: Shortly afier receiving funding, the Choices program, operated by Christ 
Community Health Services in Memphis, hosted a luncheon far school principals 
at an exclusive country club ( the space mzs donated by a board member). During 
this time, the Choices team presented their pro^am and objectives to the principals 
in hopes of being offered class time to present the progntm in the schooh. "The event 
was very successful in providing Chokes with access to the schools, to the point that 
now there are seven schools on the waiting list to have them come m their school 

Identify and nurture a school staff person that can charnpio.T\ your program 
from the inside. 


Example: Personnel in many sefsook are often overworked and operate within very rigid structures. Aho. not everyone 
is convinced, at Icitst initially, that abstinence education is effsetim. The abstinence educatwy: from the Pennsylvania 
Association of Latino Orgamzutions (PALO) uvre successful by irtvesting a lot efface time''' ivith schotd personnel and 
eventually won over one educator who became their champion in the school. The identification of a champion has been 
their -ivay of gaining access to the four middle schools and one high school wlsere they operate. 


Involve parents anti guardians both as key promoters as well as participants in your program. 


Example: Before any child attends an after school program for the Positive Choices pivgritm, a staff member insits the 
child’s home to meet with the parent or primary caregiver. During home visits, staff members introduce him/berselfand 
the program to the parent The staff and the parent begin a relationship where the educator is given the opportunity to 
reinforce and- e.xpmnd upon the abstinence message hopefitUy being delivered at home, and the parent learns more about 
pmmoting abstinence until marriage ouuide of the home. In addition to the hotne visits, the staffrnemben call all (fthe 
homes of the students each week to remind the parents about the program and to ask if transportation is needed. 


Keep community leaders and otlier partners/stakeholders informed of, and engaged with, your program. 


An tenris of corrfrru„!nity leaders, when we start a program we say what Is needed in the community 
and then get their buy- in to the need. Tlien, it's all about implementing the message, and having them 
come along with ua and own the message as much as W8 do." 

[Brighton Ncube, Native Chaltenge Abstinence Program, Riverstde-San Berna'Uir Oi >i ■/ A.* i ' ' -i \i u 
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• 'V ’.ouih .{ti: of'on scrvea by mu:-,- th*n one tfrgani7,^iion. c'.ch 
addressmg other bigh-nsk behaviors (c.g.., violence, substance abuse) that 
; ; ! .110 'he s.in,e • ju>rt.s nsky sexual Ijchavior. '[ hose organization.' 
,'•! 'nvev' guest spuiker.s and presemeirs as part oi'ineir progj'aniv Be 
s ■' ’•I'.bf-g rhese au^i^^.^ec^ rrr I’^aln new n d djtrerent pUilorms 
for •GtHnnwnkatirtg the abstinence me.ssagc: 


Be llaxmlfi wrlii mm curricula to fit withm whatever timeframe you are given. 

t.xiifnMe: i f-e Ik-ofu'i/i/./e Semffi Dtstrkfs Aiming for Abstinence Proffnm keeps 
. I ilunt ! ' >> ti^e time pmvided them hy their community 

>1 ^ nii' lu n Jf oh itne nee message. Many times, groups such 
'? i> 17, i ('ith ( ihohax, o’eckly meeting times and have time slots to 
n !>■ , tr/ /s a i e '^hi Bocneville program helps these pro^anu by 
, ha>-'7 ,nmvhm' Lt and providing the kids ivith engapng lessons and 

aLT'vitii thattu^' ibrnmoie and character-building. Because the pro^am 
■IS .»'<:> ttexiVie and dependaMe. many p'oups invite than back, knowing the 
pmenumo-n and activities will be both educational and entertaining 

Be open to oppoitusiities to present the abstinence message frirough other 
youth-serving organizations. 

.Ebiumple: Celebrate Kiels is periodically asked tods a “I Shot" to an outside 
potip such as a church youth pvup or other afier sdrool propam. Befsre doing 
these 1 Shots, they ask the organization what is the most important need to 
address. They assist the group leader in getting to the bottom of the problem . 
because ''symptoms are not always the problem. ” These 1 Shots tmry in length 
from 30 minutes to 2 hours, but can be an important booster to the abstinence 
ed-ucatio-n lessofts the youth aiteady leceive in schooL 

Be attuned to where and how your abstinence program supports key themes 
that the school or other youth-serving partner organization is trying to 
communicate to youth. 

Example: The Cckbmte Kids program philosophy — "Caring about all children 
m -mdmduais at the fhundatumal level and ufsinting to help them to make 
positive cho'im to have a better life”~-frt perfectly within the high school 
cunicidunifbr Haynes Ahemaiive High School in Kilken, Texas. This (s 'tvfty . 
the principal chose this organization above the others that proposed coming into . 
the school 

Focus on providing a quality product 

Example: A guidance counselor for one of the schools PALO works through ■ ■ 
mentwned that 'the head of the English Language Acquisition (ELA) program 
loves the abstinence classes and the teachers have nothing but positive thtnp to 
say. The youth look jhrtmrd to the sessions and seem to have a good relationship , 
with the abstinence educator. They dont show this same kind of interest frr other 
classes. One ■way the teachers know the students enjoy the abstinence education, 
program is becemse ■they hear the students keep talking about what they have 
learned in the progrem and ask when- the abstinence educators are coming back 
■to ■the classniorn. 


Promote four 
program to schools 
and other fouth- 
serving organizations 
for integration of 
abstinence education 
into existing classes 
and acti¥ities. 
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Recruit and support 
staff that are 
passionate about 
working with young 
people and can relate 


High-riskyourfs are seeking positive roie models, with 'I 
selectton of absdneace ©iitcaors tiiai much more 'xn^o ■' r . ,r 

this m^ns hiriug staff that were themsel^stm-wed It, s" i’ -.m- 'i k 
-oEherr-Ej.mesff,simpIy:TOmns-s 8 m«>Jie the kids consider " vVHii. i < >, 
certain oilmrai groups, staff thacshatc thesame n- t 

are tnipoKanti-ffhe^ediHamis-iieed CO be empowered. r<> do wiijit 
th^ need to in order to- connect and relate with these vourh. wluh jN 
..reeriving.£.Re:nei^ed!profosiana£.devdopment'sitpport and '’•ai'dno 


to the issues and 
challenges faced by the 


Qioose instructors that sertis as role models for the youth they are 
working with. 


youth they are serving. 




C30 1 .. 30 =!UOpf r t'V\ ‘ k ■'I 

Tney a'si w ave staff suDoort. 

szIcahvHh 1 t.r rlo<? 'i\ ' t. k'- 1 1 t A] 

Use instructors that are culturally/socially matched with the youth. 

Exiifnplt: For PALO's It's A Better Life project, the fact that the abstinence educators were 
Latinos was positively highlighted by tfse school teachers, its the studen ts saw them ns people from 
the community. One of the teachers described the abstinence educators as veiy charisniatic, and as 
hatnng a great rapport with the students and a knack for teaching. 

Employ male instructors to talk to male youths. 

Example: The Choices project, operated by Christ Community Health Sendees, ■ uses rnak educators 
to teach the boys. Many of the youth don’t Imtse a male role model in their lives. The entire staff is 
young and lives in the same community — and has character that the yoitth can relate to. 


Empower staff as your program ambassadors. 

E.xample: The staff for St. Vincents Positive Choices project is given flexible schedules, 

■where they can 'work as they steed to get the job done. Thu system works ioell since the staff 
must make the home visits, present in the classrooms, and work in the evenings jhr the after 
school programs. Each educator is mponsibiefor recruiting and booking their own classroom 
prt:.sentatio!-u and filling their after school ^aups. This system has created motivated educators 
who mnstantly promote the progra-m and are routinely out in the community among the 
parents, grandparents, and caregivers of their students. 

Support your staff with training and other professional development resources. 

Example: The staff jhr Celebrate Kids’ Authentic Ansivers Abstinence Alliance project learns 
about abstinence education from a variety of sources. From the e-nuid update service offered 
fmn. a national abstinence organization to Coogle News searches and magazines such as 
People and Family Chrle, and journals such as Educational Leadership, the staff is iveli-read. 
More evidence of the commitment to reading is that the program bitdgets $.1,000 annually 
for hooks and publications. The staff also attends mrious professional development conferences 
relating to absirnenve education and outreach to at-risk youth. 


“Wfiat 1 iaaiffied iros-n the 

f n ' ) 'll 

if'fere is f'lo st.tt)s1:(tute for 
1 no ^ 1 I t t 
rnotiv'ateci aisnut the 
work yoi..t d(i. 0(.if staff 
cl-’ t >li I f 
^ It 1 I 

ciedicated to the project, 

} 1 > I 1 i. y ) k 

steer anci ciii'sct: iJiern and 
tielp them '/>/iti'i resoiir'ces 

‘ t ^ 

jr i \ *^1 n , 

vff. It i rt t I 
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'• Vuicems Morey Medk:U G'nrer, ‘ Studies c/ihe culture 

..... c. ulio f ■ uiuDer OHO num' 5 tvipoci aH; e'iUr.efit ot' .succosstj/I 

. . • i fif.u Tvc (luoKs O-S rtlatiofish tps. The va!uc ofa.reladoa.'ihip is 

ki|uai to the working ebss of ctirrency or'iicquisition. ft ukos time and . ■ 
.many imeracnonsto-Tuild trust <incl develop relationships." . , ■ 


Create an open atinospliefe where studente feei comfortebla 

lixatnpk: /t??’ 5/. Vincents Bjsitim Choices pro^am, a dialogue ni^it um 
designed to help build an understanding between teen and girls, but has 
been expanded to indude teens and parrnts and teens and kinship carepvas: . . 

Boys sit in a ilneon one side of tlv room and girk stand in a line on the other. Gtris take turtu artup ‘'ki> pu cok \ ■ 
itgaimt boys/maks in genemi Some of the grievances have been: "I doni like it when yott make a ktb'> aw apin'’ 0 ‘ ’t , '’/ 
don’t like It when you hit my mother. ’’ B&ys stand and repeat the girls statements aficr saying- 7 heaK'l Cwt sou dent hkv i; 
when.... "Next, boys air dieir grievances and the girls repeat. In the final steps, communication is 'p.'> cd .fp be, p.lw knh 
the hoys and girls (parents and teem) have a better understanding of what the problems air and sduuau^ can he finud. 

7 open my class by say cc. i’m riis cniy abuir *■' a m a^ls Is tiie first time ; \ ■ 
you can say anything you want with respect.”' 

(Abstinencs educator for Chrkst Cotrsmunity l-ieaith Services] 

Eftectiye abs^neoce educafers make ^emsetves available l?> yoiitb outside of the classroom. 

Example: for Christ Community Health Sendees Chokes project, the program stafi does 
not fid this is just a job for them: its a lifistyk, and they work various hours of the day, 
communkating with the kids and jhlkming up on their activities. The staff is well versesiand 
knows how so connect with kids and show them the values they may not be seeing at home. 

The administrative team was very careful to hire only people who are passionate and who can 
connect with the kids. The educators also know how to be diverse and fi.exibk-— that is, hinv k> 
come up with a teaching teebnu^e that mil fit the various situations presented by different 
kids at diffinm places in tlmr lives. About .5.5 percent of the time is spent with the students in the classmom, 25 percent 
outside of class, and 20 percent at staff meetings, parent events, and weekend activities. 



.Establish trust before 
teaching abstinence, 
and.continue to 
cultivate .relationships 
with the puth you 
are serving. 


“We run into these kids all over town. If we catch them acting out, we get in their face and straiglTtren 
them out," 

[At 1. ■OII.C . I .'I-. 1 h'l d 

Ins uoui u'i IS. u vr tv kids from the heart. Our kids, as iow-income kid§, don't h,.«' 'of vtii.-i 

\ i‘\,. , I'ou'v ,'ii'ci then they give back,' You can't quantily this. We are, TO a dodh'O suiiog ito 

1 ‘ I .''■'“o ' Darsits. W'3 help the pare, 'Its to fill ga,ps that are .-"v u 

iVi ' k\", ut'.ia.st tnumg, and a nonjudgmentai relationship. It's the love that maA,"' ttm .l.'iOiOn,,' 

Wi; 10. 1 1 H> .o\‘\ men It probably won't work. We get to bond with the kids, Thev atv ku' ' I'la, ivt' 
.',-'10 o.ho.ii \Ve always tell them to come to us with any questions or proKems out .1 V ( i 't-,,!;' 
iVo i'l « '.'ot to them. They are ailowed to keep that reiation with us." 

IMargarer ttarsias, dimeter for the ith A Bolter Life project, rwiO] 
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In muiticulrciral, uroarf settinga youtii cukure ck.rtte' i 
currioikim that is developed one year mav appear oukLiIs.^1 'ic 'u \ 
which only serves ro confirm that aduksarc “oiir-<'‘'»o.n, K. J; .!(>J 
.yoatfei'Whoiffleaiie^yr.ht^dy.disttusEfialvheikvc the acitik aksti-'-' ■ >. 
educatorsdontuadeistand them, thcy-vwH be deaf lO I'.v' 

IS being deliver^, “ v-' - 


Ensure that the curriculum materials you are using are both current and 
relevant. 

Example: To keep wetr abstinence education curriculum current. PALOi Its /'! 
Better Life project desired a untrue student-ceniered. consumer-driven delivery 
system to ensure continued curriculum relevance. Their amicuiiim can he 
mod fed by each site by submitting requests jvr additions or changes to P.ALO ai/d 
their external exialuator. who ensures that any implemented cutricula pieces are 
medically accurate and meet the A-H standards. 

Provide your steff and students a broader framework within which to deliver 
the abstinence message and ensure consistency in program delivery. 

Example: Celebrate KsdsCAuthentic Answers Abstinence Alliance program relks 
heavily on an education model developed by the programs founder numi than 
20 years ago. The model is designed to help the target high-risk youth identily 
their core needs in a way that is appropriate to their situation, culture, and 
lanptage. The components of the model are as follows: 

* Securttyj Who can I trust? I need to trust people who have earned my 
trust — they tell me the truth and don’t want to hurt me. Also, 1 need to 
make wise choices so I can respect and crust rnyseih 
Identityj Who am I? i nec^d to know my strengths to use them and my weaknesses to improve them. Change is 
|;)o.ssibl.e! When I respect myself, .r}l work co develop more of my talents and I wont believe lies about me. 

'■* BeJoiJgjngj Who wants me? I should meet this need with people who are good, for me. When .1 respect myself 
and other-s, Fli work to become someone others want to be with for the right, reasons. 

Purposcj Why am I alive? I need ro positively influence other people. The good things I can do, .1 should do! 
When I respect myself .I’ll l.Krlicve I can help others and I will! 

Competence: What do I do well? I can do many things well. When I respect myself and. others, I won t ba.,se my 
feelings Qf'c:o.mpetence on how others do. 

Ail lessons provided by the program revolm around these Jive core needs. The lessons buiU upon one another .w that each of the 
five core needs is addressed during a I (^session curriculum. 

Institute continuous quality improvement processes in your evaluation to adjust curriculum content as needed. 

Example: PALO gives each of its 12 abstinence education sites the latitude to adopt any supplemental curricular or 
activkies that make the program relevant to the particular Latino youth stif culture (e.g. Puerto Rican, Mexican) shty 
are trying to reach. The success of' the project has been in using a core curriculum as a jumping off point relevant to 
each project’s community. To manage the program, PALO instituted process evaluations to ensure program fidelity to the 
follounng standards: .1) all students that complete the program have attended lessons based on at least SO percent of the 
currmdmn learning ol/jeclives; 2) ail CBAE fimlitators (i.e., abstinence educators) have sufficient rapport with students so 
to ensttre the influence of a “caring adult’^ for their CBAE students; and 3) alt facilitators exhibit flcxibilky, creatwky, and 
ability working within a consumer-determined pedagogical model that requires facilitaton lo respond cjuickly to changes 
in youth culture in order to deliver the 16 learning objectives effectively. 


Adjyst and frame the 
lessons and activities 
of pur curriculum to 
mate them appropriate 
to the situation, culture, 
and language of your 
students. 
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,pu5’i .trv* pardctikfh' iit nmi of innovative e^lui a'ionji 

af?pf oaches; 

. -••■.• ;■> ;:; ri.skv I'eiiavior.v ii? a iieSv comext, w tliey CAn apply alreriutive 
.. -vi-./N lor behavior and decisioftmaking. Below are some examples oi' 
InvhdsHin aedymes from die programs wc suidieil. . . 


Pottery Wheel ' , 

Wlio: Aiming for Abstinence (BoonedP.e School District, MS), 

Howi 'The cduciirov lake.s a lump oFclay and begins making a bow! %vith , 
it. She or tie makes a nsiscakc with the clay and has to start over. At the end. 
the educator show rhe students a beautiful bowl. 

\^hyj Helps students realize that even though a mistake was made and - 
it liati to he te-worited, slie or he can still -start over. The message of 
“secondary virgi.i'uty” can be introduced to the class. 

Siid-get Activity 

Whos Aiming lor Abstinence {BooneviUe School District, MS) " 

Jlows Students are asked what they think a monthly or bi-w^kly sal'aiy 
would be for a. person .making the minimum wage. Based on those figures, 
students woii.!.d develop a monthly budget for a family of four. 

Wh-yj Helps the students understand the cost of living and maintaining a. 
f;i!Ti.tly on .a rn.i.nin')um wa|^;y salary. 

Collage 

Wb.oj Positive Choice.? (St. Vincent Mercy Medical Center, OH) 

How: iiave su.iden.£.s cut out pictures from magazines to describe their fi.itu.re 
(e.g., wedding, career)., 

'W.hyj Ht:ip,s’ smde.nts vi.sualize and realize their dreams. 


I I i) •> r t'ui f'An is the word-of-mouth between the 

I 1 u '1 \ ' A M 'he V ass telling their friends to sign up tor the 
1 A ro 'o make the classes as participatory, hands- 

r i I 1 •> L "s possible, and the kids are really responding 

[Brighton Ncube., Native Challenge AfastiJience Program; 
Riverside-San Be'nardino Counh/ Indian Health] 
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Male youth aware 



Hi^-nsk youth, many from homCT, are espcvo b ii 6 ^ 

to the influence of mcdb messages, because there is oNcn a, > i-r.c i 
home m acr as a mie model or otherwise contradict -i v-* ^ ^ ^ 4 ' ' 

sexual activity. 


Make students aware of the effect of advertising and “sexualizecJ" 
media messages. 

Exampie: For JCCAs Resolve proffum, the fyf us n<\i 

the impact of mass media through the use of t\ui 'i n ^ ' z t 
quickly shotoed them the cover -of ii magazine h'stv , ^ d , > 

cover. He thers asked them if they Temembi-‘td tK ^ e c ’ i 
Afost agreed tljelr eyes tvere on the girl ansi VC t,u _ du ‘ 
repeated this widr ttvo other ads. He also asK d ’■K ' 1 1 > ^ ’v i ’ ’ » , > ^ 
have changed. He indicated that since I9S0 tlhii i 'c ' n ’n.i s,\ M 
also pointed out that 75 percent of all movtcs havt uhku > •w d icf do 
The overall message he relayed is that seeing n C'’ sex T-’d nd hn ,t a yciugef 
age will result in the person having more sex and violence in their lives. 

Example: St Vincents Positive Chokes project used a series of beautiful gift 
bap and a series of tiglypfi bap to make a point about media messages. 

Inside the beautiful bap> they placed items such as a Baby Ruth, a La§y Taffy, 
and other candies that can be associated with negative connotations (e.g. , 
you’re having a baby, ei>eryhody k laughing at you). They then filled the ugly 
bap with ring pops. Hundred Grand Bars, and other items associated with 
positive connotations (e.g, marriage, successfid jobs). The abstinence educator 
then had the students select their fainnite bag and remove the candy. They used- 
this activity to show how Hollywood sends the message that s-ex before mamage 
is good, but inside this message are negative comequences. The abstinence 
educator described how Holfytvood often makes marriage and ahstmence look 
bad, when actually good results came fmm these lifestyle deebiom. 


Develop a social marketing campaign to counteract media influences and reinforce the abstinence message. 

Example: Celebrate Kids’ .Authentic Answers Abstinence Alliance conducted a social marketing campaign us.mg a branded 
look that flows through all aspects of the propam. The colors of the propam are bold, primaiy colors: red, blue, purple, 
green, and yellow/oranp. These colors and the look of the campaipt were proposed, along with others, to the teem of the 
focus group, who chose their fivorim. Colors and messages were coordinated with all the billboards, movie theater ads, 
t-shirts, and student folders and poster.! that developed a form of ‘branding” sttedents could quickly identify. The staff 
spoke of how important they felt branding was to the success of the progmm. When the students, parents, and professionals 
see the advertisements, flyer.!, pasters, and notices, they immediately associate them with the program. This reminds them of' 
the lessons they rcaived in the pnigrarn and- reinforces the messages. 



667 


Be ■. % ■ i'c i of "rtuirai" role arni/or e’s-’niplci of .ihstir;e-icc 

i.: . v>ir.hin ihfir honit’j; anti conioAunirie'.s. hij:;h-risk youth 

. ■ . v,;.C’ •.c'- ot ihcir ri’dty behaviors as part oi the efiort to thange 

rfKdrtiedsbnniaking'priK:ess«^-'i: :--J e-' 


about sexually transmitted disease (STD) rates in your 

of treatments available. 


Present information 
and statistics on STDs 
in a waf that puth 
can unclerstarwl and 
communicate. 


. ' ! p to Jt’’- iPp/T Kotionon pitblk health statistics pr your county 

X 'All' ’ I >■*> ih^emet. Sample sources: tyvrat.cdc.fQiK tvww.naphsis.of?, 

, , *y n ' tatsAnniL oryour State Department of Health Website. 

I '1 j (itaii 1 iui I b •'hc progfanis visited were usuatiy surprised by the 

h I ■ vr’^-K'-u ^ Mui s: pK I'K I c.n embered, at a minimum, the public health aspect 
ot'O' th tupn* t nu 1 ip' r np student realized he could easily be a part of those 
MiU'.tU'' d he ti d !<o{ s-huOM. ibsiincnce. 

Present the Information in clear and creative ways thatflfe youth can understand. 

'Example: Stmiems humnewed at one of the proems indicated that ttsino large numbers 
ki dhistrate the preindence of STDs is not effective. For example, telling stiidents that 
40A)00 peopk in the U.S. become infected with HIV each year does 
not register with students because they may not have a point of reference for that number. 
They may not kmnv the airrent population of the country and how the infiction rate poses 
an actual risk to them. Rather, students understand illustraiiom, such as "one in five people 
are currently infected, or will be infected in their lifetime, with th Herpes A inrm. “ 



Example: JCCAs Resolve program plays a popular hip-hop song while showing a slide 

show (f STD facts and statistics. The song is glamorizing sexual activity, while tJjc slides are shotvirtg the risky results of 
that type of behavior. 


Use creative, Interactive activities to convey how STDs can spread. 


Example: /!,{ part if Christ Comnitmity Hadtfj Services Chokes program, the abstinence educator puts a bedspread on 
the floor in front of the classroom. They then hand a card with a first name tvritten on it to each student as they enter the 
cLmroom, and tell a story about a couple who is considering getting married. The night before their tveddmg they are mch 
reflecting on their past sexual partners. As the abstinence educatornames each partner (and the partner’s partnets), they have 
the student u.>ith tiuit name on their card come up and sit on the blanket. The object is to illustmte that when you have sex 
with a person, you are exposed to everything their past partners (and their partners) might- haiv: been exposed to. 'The blanket 
rapidly gets crxnvded and the students clearly see hm quickly 'a fiw partners” can expose you to hundreds of STDs. 

Work with other stakeholders who influence youth, especially in the healthcare community (e.g,, pediatricians), to 
reinforce the fact that abstinence Is the surest way to avoid STDs, 


Example: St. 'Vincents Positive Chokes program was founded in 1986 by a pediatrician. Dr. Alean Zeiier. When she 
began the pngrarn, the medkal professionals with whom she worked believed that teem had to be given yrotectiorf' 
frarn STDs md pregnancy. This doctor likened this "safer” sex message to telling a teen that it is okay to drink and smoke 
because tve have medical treatments for lung earner and liver disease. It is not okay to have sex just because toe am cure or 
treat S'TDs. This is the message that she and other physicians share with their patients and their patients' parents during 
the checkups. They refer adolescent patients to the abstinence program and talk to them about the other, non- medkal 
consi’ijtumccs cf sexual activity. 
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Emphasize the 
economic and 


social iinpaet of 

hawing a child. 

Frame the atsstinenee message as an econonuL o* v i 

txampie: The £>ro^am svafffor PALO views ahsHnence education and reen 
pre^ianc'i as an economic aevehpment issue for the Latino popuiatn/n senad 
til J'e r fhi tif-ci Ttenpr qr^ncy tends to result in yriuth not completing bipfi 
school or college and thus placing them and iha'ir children at a disadmntage 
economicalh. Ihe message that seems to reach the students most ejfectively is to 
help tlsem explore the economic consequences of becoming a parent while still 
a teenager. The message to abstain from sex until you finish adltgc and are 
Cx. cnerniLuU and i moti nudh x idy to marry and start a family resonates very 
deeply with the students. 

Present activities vshere students can realize how expensive having a child Is. 

Example: At one of PAlXTs sites, students were engaged in activities that educate 
kids as to the economic costs of parenthood. For instance, ''No Time, No Money 
for a BalMis an activity in which they make a family budget. In another actitnty called “The Price is .Right, ’'students 
compete to correctly guess the costs of things such as groceries, electric bills, and rent. 

Edcttm-ple: For Ihoneville School District’s ‘Aiming for Abstinence’’ proffram, abstinence educators had students ask their 
parents or guardians for past house bills such as rent, phone, utilities, or a car payment. They ivere also asked to research 
(he prices for diapers, baby food, daycare, and other baby needs. The abstinence educator then helped the students 
develop a budget for a month, based on a couple earning the minimum wage. When students from this progmrn were 
mked which activities affected them the most, these students agreed that developing afhrnily budget was an eye-opener. 

“You would not think it iiuis that much, ’’said one of the students. "i'&K cannot afford having a baby making (earning) 
the minimum (wapfe). ” 

Develop activities that help students recognize how their lives would change If a child arrived. 

Exampk: As pars of Boonevilles program, the abstinence educator played a tape of a baby crying during class time and 
asked the students to continue to concentrate on their work. The noise gives the students a giinipne of the frustration that 
can accompany carirgfor a cijing baby. 

Exampk: F<fr the Positive Choices program, students tvere asked to make a list of the things and ideals they value 
(e.g., love, education, money). They then asked them to identify which values would be irnproved by Imving sex outside of 
marriage. None oft.be things they value are improt‘ed by unmarried sex when the consequences a.re genuinely conskkmi 



K-i^ I'M} irM'i )n.v'i^ rnd focus primarily on ‘what’s in it for me?’ In all our p ^ ov ^ > 

fhiS means that the kids are seeing and understanding that t. 0'^ 1 ; 

[iSilghton Ncube, Native Chsilenge ^D P c ram R e^side-San Bernardino Cc^iinty Indian i-tealt'hj 
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One tpmmorjVciiar^fiiri.suc orhij^h'-risu ywu»:h is duv absoac«; oFilfc 
and aireergoals. ."Without gixalsj. why shouid chey eh: abstinent?, 
11(erefere^.e.t!coimi^ng and rarab.i)shing. goals in tfu: lives ol'ihesc youths 
is essemiaf.m otdcr to rrarne rhc.absriricnce. message in the axniac,i. ot . 
theh.fiimre plans, anti how Ixxomiiig a mochcr/finhet too stxin can be 
a bander to achieving those goals. 


"sen u' ititinq toUege as part of the fotore of the youths. 

^ , > up ihti-^ A f i undentand the importance of coUe^, 

, P i>-n il tf’-' 'tfwiim took them on a hng campus tour. These 
> tn nndait v ph ''^aps at several colleges in there^on. The 
^ i >i tji d ‘■M ti (oic^ic of ibstinence in order to do well in school and ■ . 

/ 1 '''ft ii h 1 1 ( of fh^ i en ’eaders already has a full scholarship waiting, 

> !. d'( (i»( 1 ^’ dva '■he ’m pradiuztes high school tvith a 3-2 or better GPA. 

Exarnpiet PALO comlsicts an annual l-day abstinence conference at a local college 
for abirm 140 yo-uth. The states Higher Education Assistance agency fiends part 
of the conference bec/um if the strong connection the program makes between ' ' 
pregnancy and the lack of access to college. 

Support youth that are not tracked for college in developing a trade or profession. 

Example: JCCA ’s Resolve program has a career-focused initiative, where youth 
learn about setting higher goals, career objectives, and the level of school and/or 
technical training needed for the job they want. The fonts is on healthy and 
constructive O'Utco-rnes, ivhkb create a positive influence in their lives. The goal of 
the director of this program is that the students became able to perfitrtn this without 
adidt supennsion. 

Recognize and try to compensate for youdis where marriage is not modeled in the 
community. 

Example: Many of the girls in St. VmcenPs Passim Choices program have never 
attended a tmAding and may not have etmi seeti a marriage. One of the activkies 
for the girls, is to plan their wedding, afvering everything Jhm menus, invitations, 
goums, number of bridesmaids, to music. This is an activity that helps normaUze 
the process tf marriage. 



-i ^ 

' d’ ' d 
ifith' • -‘'c ’■ ' 
youtn*'" 
iieloiiij ‘ 
set Sln)i:- ' 


ii 1 1 1 ' 1 'I , k tivi'iOo >\ iM the kids, we are aiways iooking for ways to get their input and strengthen 
on c ''M ' h'P a ithtm One day, during one of our after school .programs, one of the kids .said, 

' 01 s.'ojoi'l,) ,po.s.jv about what we shouid nohbs doing. Tell us what we should be doing 
■nso.n 101 . ,r V cor .tinued talking about it, both with the kids and the other program staff, we , 

^ ,T’ c’l , c nith 'hv '(VM oi making the ne-xt conference li.ke a career fair, so the kids could start thinking 
(',M o‘ iutu’c they wanted to have." 

iBriotitOrn fsreobe. Native Chgirengo nrogranr, Rkerside-San Bes'rMrdrn v s , ' , , i r Ut t 
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One of the keys to engagmg hi^-nsk vtmih is fornijvhri ; 's 

^^hich they can get to your program (Le., trajisportauon). v- 

e^itdal element is to provide a r-eward for ^mainin^ ia< =n J j p c 

theprogmm. Lasdv^v^ucaacjnly expect to involve high r? ‘ \ ^ n 
providing a quality product (i.e,^ an engaging progcan>'* 


Make it easier for shidents to participate in the program by providing 
hansportatlon, 

- Include transportation in your annual budget. If apj'dying Ic'r Federal 
grants, request funding for transportation (c.g., hired drivers, .school or 
rental buses): 

■ Provide bus passes for smdents (when appropriate, such as in urban areas); 

® Hold events during school hours (if pos,sible) and provide bus 
Transportation to and from event locale. 

Example: St. Vincent's Positive Choices pragram vfjers jn’c tmnsportatkyn to all 
students for all the afier school attd- special programming, The ahslky to offer free 
transportation is a huge advantage to the program and its ahility to attract and 
retain students. The program hired four part-time drivers, and has a suhstitute 
driver available. These drivers,, like the rest of the staff, genuinely care about the 
students and support abstinence until marriage. 

Although transportation is offered for the fieldtrips, the offerings are iirnited to 
force the parents to bring the youth to the program. The hope is that since parents 
are dropping their child offanytmy, pmrnts will take the iirne to attend the trip 
with the child. For other events, such as the Mothers Day Bamfuet, transportation 
is offered to assist families in attending. 

Motivate students from the beginning of the program by providing participant 
support costs that encourage program completion/graduation,, 

Example: Students graduating the Ptmtive Choices after school ahstinmee 
program were invited to attend a seatlar purity ball. Each student hmight a 
sponsor to she ball (parent, guardian, or other responsihle adtdt). The event was 
semiformal and included dinner. Each student was given a ring and took a pledge 
to wear h and remain abstinent. 


Example: Christ Commumiy Health Sendees Choices prog'am held a banquet at the end of the school year to reioard 
youth for completing the pntgram. The banquet toas held during school hours and buses provided tramportatkm to the 
event fmin the participating schools. A pledge ceremony took place and 125 youth signed pledge cards. Watches engraved 
with the program's slogan "My Time, My Choke" tvere given to students as a gifo. 

Provide food ajid other items as incentives whenever possible. 

Example: The Choices program provided food'^ and incentives. Many kids haven’t had a good meal recently. They also 
provide reward days during the summer such as a college tour, a visit to an aquarium, or an amusement park. In order 
far kids to attend the reward days, they must have good attendance and take part in community service projects. Whenever 
there is dotvn time font school, the program provides fun and healthy activities for the kids. 


'Pood was paid fhr unth non-CBAE, discretianaTy fiutds. 
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ii... .icid 5.t.ippi}j t, boch bn- iioocl ^njcl b;3U, is a powcTln! 

• for hii-h-risk youths who oh-cu have Utfie or no guiduncf 

:!!u! from patenis.orguardi'jns... 


' o ! ' , ' ■ '-‘Hinq programs. 

/ ''v f ooJ [iistricts Aiming for Abstinmcepi'Off'am iponson, 
f^iVh n ofi ltd afier a national proffnm that offers training 
n .nht^nf i < ,'iucation. The program matches high school kids 
/ H i‘!ft Ih mentonng prop'am came and trained lOQ youth . 
't ^ >n n u 0 to ^ to younger kids. Mentors must commit to 
I i t n,d pi Un ‘xj (/(tain pom drup and akohoL Mentors are. 

> ; i > i ^ hi ed n adult facilitator who tvorks at the school 

ff <d ('*V; t‘'im oh n!t;e'inent and adiHce; the adult facilitator also . 

<>■”, DC < J'a> the nt ni ) i>g elatiomhips are positive for bods the mentor 
nht dtc ttun'ti. 'he ^‘■icntns shoiv these younger kids that not everyone is 
drinking and having Both the mentors and mentees are accountable to 
each other and closely monitored by program leadm. 

Introduce and encourage belonging for those particii^tlng in 
■abstinence training. 

Example: The Boonevilie program also sponsors the U-DREAMDmma . 
Team, lohich meets during school hours and produces plays and shon 
pmentatsons regarding abstinence and healthy choice to younger students ' ■ ; 
in schools and churches. Because it is supported by the school district, they 
are allowed to practice during school hours and are also often invited to • 

. perform far other classes in the younger grades. Many from the drama team 
become menton. 


Create . 
pppr - 
absti.* ' . 
and ! -f- . 
classt..'. 



One of the participatm said they enjoyed the dratna team because drey' could act hotv they wanted— they sort of '“became 
someone else. ” They enjoyed presenting to others and not fieling like they usere Judging them. 'They feh the prog?'am 
introduced them to very nice people that gave them a ht of support, ft helped improve their self-esteem; many of the other 
kids in the group had the same nTigiotcs values and morals. They felt a sense of belonging. They learned a lot almit how to 
express themselm with refiisai skills and tools. The pro^am taught them a lot about who they tvere and about their beliefs. 

Conferences and other events are also instrumental for strengthening peer support 

Example: Six years ago, a state Commission on Minority Health awarded St. Vincenfs Positive Chokes pwypam a 
$2,000 grant to host a Youth .Empouxrment Service Conference (YES Conference), The I -day conference was an 
astounding success. The workshops pertained to abstinence, alcohol and drup, and life skills. The teens loved the 
conference and demanded more. 

During the conferences, students were given the opportunity to meet other abstinent teens, speak their minds about 
ithstinence, and learn to better communicate their chokes. Teens were inspired to do more for their cities, and they are 
encouraged to remain abstinent Three years a^, the YES Conference spanned a whole uHtekend and inchuit'd youth from 
across the state. .Next summer it uhll be four days long. 
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Abstmem^^iut^toEs serving high-nJtyoBthiiould a' '■ i u 

of the«^ 70 i 3 ths' experience of traru^eticx, common tnai v oi x t i 
rekuMishif^-Withparentsandoaieroi^ftizatmiis, m , a's! 
^sns£a^nmg^e:ptog^amvb^^md,ths^eCBA£ or other retk-.«' > r ' 

Whv should the St behtve m a program thai. oaU k'.'- I 
tiie grant? 


Example: The ^talf for Hie Aamn^for Ahai'ietUi t h k i 
pro^-'nt it’Tl ''opt^nuc regdiik \ of x-onttviietl h tt> ’ t i 
provi'lmgab'tificni.^ exlki.ttiop ft?f ttne^ yeui' bifo t x ’ ^ ^ ~t << ' . 

mfi, if Kece^sary. teouia probably connnut on u "oitiiH -> « , 

contribution toward smtainab-ility under this grant has been that prooram siaff 
have trained and mentored a number of regular classroom teachers in the 
specific abstinence education curricula. This has built up the technical capacity 
of the schools inwhed to the point that many schools laould be able to fold the 
curriculufn into their regular classes and absorb most of the teaching costs if the 
grant monies were to run otit. 

The networte and stakeholders developed for implementing your program can 
also be the key to sustaining your program. 

Example: In addition to caring about the people, the St. Vincent Mercy Medical 
Center hospital is also invested in the sustainahiUty of the Positive Chokes 
program. While the pro^wn is currently funded mainly through Federal grants, 
the hospital has made efforts to fund or aid the program. The hospital employaes 
have a fund (like an otganizational United Way) and have chosen this program 
as a recipient of a grant. Additionally, the development department of the hopital 
has been building program recognition among their donors for seiural years in 
preparation for fundraising ivhen dw Federal funding ends. 


Identify how your abstinence program ties into odier initiatives serving at-risk youth. 


Exatupk: Staff fivni one of the sites for PALO’s Its a Better Ufi program mentioned that they are in the process of integrating 
aspects of the abstimnee program into an anti-gang initiative funded by the city, which targets the same kids. Thy are also 
looking at the possibility ofestablishing some video production through some interested individuals. If this tvorks, they will 
produce DVDs for me in abstinerice training and market them to other programs tvorking with Latino youth. 

Conducting rigorous evaluations of your program is critical to sustainability. 

Botli public and private fouridatioti granting efforts are increasingly interested in organizations that can ilcnionstrace 
results as criteria ior funding. Incorporating concrete measures of activities and, more importantly, out:con'ie.s a,nd 
impact associaud with your program will not only improve your performance and effectiveness, it will also make you a 
stronger candidate for continued funding and support. 
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